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EDINBUKGH OBSTETRICAL SOCIETY 

FOE SESSION XLV, 1883-84. 



Meeting I. — November 14, 1883. 
Professor Alexander Russell Simpson, President, in the Chair. 

The Obstetrical Society held the first meeting of its forty-fifth 
session, — Professor Simpson, retiring president, in the chair. 

L— VALEDICTORY ADDRESS. 

By Alexander Russell Simpson, M.D., F.R S.E., Professor of Midwifery 
and the Diseases of Women and Children in the University of Edinburgh. 

Gentlemen, — Before leaving the chair- which your kindness 
two years ago called me for the second time to occupy, it is 
fitting that I ofiFer you my hearty thanks for the distinction with 
which you honoured me, and attempt a brief review of the work 
we have accomplished. 

Need of Advance in Teaching and Testing of Students in 

Obstetrics and Gynecology. 

Each time one gives a thought to the work that is being done 
in the sphere of obstetrics, one is struck with the amount of it as 
compared with what is done in other departments of medicine. 
Every general practitioner knows that midwifery patients were 
among the earliest he was called to visit, and remain the only 
constant contingent in his visiting list to the end. Attendance on 
lying-in women and on their children during their early years 
takes up as much of his time as is required in the treatment of his 
medical and surgical cases put together. No other class of cases 
cause hJTTi more anxiety. In none can he render more timely or 

A 



2 VALEDICTORY ADDRESS, BY PROF. A. RUSSELL SIMPSON. 

surer help. No wonder that obstetrical societies multiply and 
flourish; that new obstetrical journals come into existence and 
survive ; that other medical journals, open to receive papers on 
anatomy, physiology, pathology, materia medica, medical jurispru- 
dence, surgery, and practice of physic, — in short, to all the branches 
of a medical curriculum, — ^that such journals contain a proportion of 
obstetric material equal, if we may judge from what we find in the 
pages of our Edinburgh Medical Journal, to more than a third of 
the whole. In my last bound volume (1881-82), of the 630 pages 
occupied with original articles, 233 are devoted to the department 
of obstetrics. No wonder that the volumes of our Society's Trans- 
actions for the last two years equal, and even exceed, in bulk those 
of the Transactions of the Medico-Chirurgical Society. 

The great wonder always is that any licensing body can continue to 
pass men on to general practice who have qualified on nothing more 
than a three months' course of midwifery. It is time, and more 
than time, that this anomaly were rectified. It is already time that 
the universities, at least, should take a step in advance, and provide 
for the full teaching of this great section of medicine by breaking 
it up into its two divisions of Obstetrics and Gynecology. There is 
enough in Midwifery and the Diseases of Children to engage fully 
the attention of the student during a long winter session ; while the 
Diseases of Women cannot be satisfactorily taught in a systematic 
course of less than three summer months. I wish the Fellows of 
the Society would take this matter to avizandum. None can know 
so well as they how needful it is to make due provision for the 
teaching of midwifery and the diseases of women and children. 
None can testify so truly, on the one hand, how large a part of a 
doctor's time is taken up with it, and, on the other, how imperfect 
is the student's training, and how inadequate the tests applied to 
him when he is allowed to qualify. Either obstetricians are a very 
modest race, or they are too much occupied with the urgent calls 
of practice, to have time and energy left them to take their due 
share in the politics of the profession and press to its proper issues 
the importance of their department. Happily for us, an earlier 
generation fought its way to a position of equality in professional 
status with the cultivators of the other sections of the heal- 
ing art, and were admitted on equal terms to the Fellowships 
of medical and surgical Colleges and to a place in professorial 
Faculties. But though the obstetrician meets the physician and the 
surgeon on a level platform, obstetrics is still treated with a measure 
of disdain by her elder sisters ; old-world prejudice still dogs her 
steps, and legislation is slow to provide for her requirements. At 
a time when legislative changes are in prospect, obstetricians 
should concert to make demand that nothing less than attendance 
on a full course of one hundred lectures on midwifery and diseases 
of women and children should be required of candidates for a 
qualifying title to practise, and that in all the larger universities 
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and schools there should be separate courses of lectures on Ob- 
stetrics and Gynecology. 

Our Forty-fifth Session. 

We begin to-night the forty-fifth Session of our Edinburgh Ob- 
stetrical Society. Those of you who have in hand the billet calling 
this meeting together will see that it is said there to be our forty- 
third. But the Society held its first session — a brief one of nine 
meetings — in the early part of 1840. The session of 1840-41 was 
its second full session ; and although, at some period, we have fallen 
into error in misdating our billets and our volumes of Transactions, 
the Society has every season had its series of meetings, so that in 
July last we completed our forty-fourth session. 

Early Work in the Society. 

In recent times there has been a tendency to give the gyneco- 
logical precedence over the obstetric section of our subject, so that 
in some association meetings the programmes of business give but 
little prospect of much discussion of obstetrics proper. Throughout 
our history the papers have held to a juster proportion in their 
themes. Glancing at the minutes of some of the early meetings, 
one sees that midwifery has full pre-eminence, and occupies itself 
sometimes with the consideration of a pair of Forceps that for many 
a subsequent year has been widely used, but was then for the 
first time exhibited by Dr Ziegler ; or with the discussion of the 
Mechanism of Labour in the flat pelvis, when Mr Sidey anticipates 
the observations of Michaelis, and describes how he had found, in 
such a condition, the forehead descending through the brim in 
advance of the vertex; or with admiring Dr John Eeid's Re- 
searches into the structure of the uterine mucosa or of the placenta; 
or with considering the newly invented Cephalotribe, only to condemn 
it. At the same time gynecology was not overlooked, for already, 
on the 8th of November 1842, Simpson makes the fruitful " Pro- 
posal to Extend our Means of Diagnosis of Diseases of the Womb by 
the Employment of a Uterine Bougie." Three meetings later he 
shows Stem Pessaries used for the cure of uterine displacement ; 
and before the session is ended Dr Gumming reads " Two Cases of 
Eetroflexionof the Uterus successfully treated by the introduction and 
wearing of the form of Pessary described to the Society on a former 
evening by Dr Simpson — particularly with a view to show the im- 
possibility of diagnosing the precise change in the position of the 
womb except by the Uterine Bougie, as also to prove that after the 
first soreness attending the introduction of the pessary had gone 
off, all the other symptoms seemed to be relieved." 

Work in the Past Two Years — Obstetric Science. 

True to the healthy traditions of our Society, the- contributors 
during the past two years have mainly occupied our time with 
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the consideration of obstetric matters. Sometimes the papers 
have had to do with the scientific aspects of special questions. 
Such are Dr Berry Hart's "Note on a Unique Cause of Delay 
in the Third Stage of Labour," " On Some Points in the Physics 
of the Bladder and Rectum," and his "Contribution to the 
Anatomy and Etiology of Eupture of the Peritoneal Portion of 
the Vagina during Labour ; " Dr Halliday Croom's " Observa- 
tions on the Bladder during the Early Puerperium;" Dr Wm. 
Turner's "Case illustrating the Importance of Accurate Pelvi- 
metry, with Description of a New Method ;" Dr David Lindsay's 
" Case of Twin with Exomphalos and other Deformities," with 
which I might join my own papers on ."Dystocia from Exom- 
phalos of the Foetus," and on " Hydramnios, and the Source of 
the Liquor Amnii." 

Perhaps it is in this category that we ought to class the' remark- 
able case recorded by Dr W. J. Kennedy of " Pregnancy in a 
Woman at the Age of Sixty-Two." Mr Small, the learned librarian 
of our university, has directed my attention to a record of a similar 
case in An Account of the Islands of Orkney y by the Kev. James 
Wallace, edited in 1700 by his son, James Wallace, M.D. The 
passage is as follows : — 

" The women are lovely and of a beautiful countenance, and very broody 
and apt for generation ; one Marjory Bimbister, in the parish of Evie, was in 
the year 1 683 brought to bed of a male child in the sixty-third year of her age, 
as may be seen by the following attestation. 

" * We under-subscribers testify and declare that Marjory Bimbister, in the 
parish of Evie, in Orkney, was in September 1683 untimeously delivered of a male 
child. Though we have no sure account of her age in our register of baptism, 
yet many of the parish who are of sixty-four years, and whose age is certainly 
known, report that to their knowledge she is as old as they. Besides herself 
remembers that in the year 1631 (which was a year of famine in this country, 
and from which the common people usually reckon) she was keeping cattle, 
being then a girl, as she thought, about nine or ten years of age. In the year 
1660 she was married to Adam Hourie, to whom about five years after, viz., 
Anno 1665, she bad a child, from which time she was barren till September 
1683, when she was delivered of a male child ; at which time it is probably 
thought, both by her neighbours and nearest relations, that she was at least 
about sixty-two or sixty-three years. 

r Ja. Grahame, Minister^ 

< Sic subscriMtur ) ^^^' Ballenden, 
i^ic suOscrmtuTy < Edward Sinclair, Clerk, 

( Will. Halcrc' " 

This Orkney dame, though not so " broody " as Dr Kennedy's 
patient, who had given birth, as the Fellows may remember, to 
twenty-one full-time children, seems to have given birth to her 
last child at as nearly as possible the same advanced period of life. 

Pkactical Midwifery. 

The greater number of the papers, as was to be expected in 
a Society every member of which is busily occupied with prac- 
tice, have had direct bearing on practical midwifery. Thus we 
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had brought before us a " Case of Induction of Premature 
Labour," by Dr T. Goodall Nasmyth ; a " Case of Labour Com- 
plicated with Acute Nephritis and Eclampsia," by Dr Church ; "A 
Difficult Face Case," by Dr Milne Murray, which, at the sug- 
gestion of Dr Hart, led to the collection and tabulation of an 
interesting group of such cases. There were also communica- 
tion on " Graviditas Serotina et Prsecox," on " Vaginal Enterocele," 
and on "Dangerous Haemorrhage from the External Genital 
Organs during and after Labour," by Dr Peter Young ; on " The 
Umbilical Cord round the Child's Neck as a Cause of Delayed 
Labour, and sometimes of Infantile Death," by Dr Leith Napier ; 
on " Obstinate Vomiting in Pregnancy," by Dr W. J. Brock ; and 
on " Basilysis " and also on " Axis-Traction Forceps," by myself. 
It will interest the Fellows of this Society, who, in our discussion 
as to the value of such forceps, were of one mind in giving a 
favourable verdict, to note that their opinion is rapidly becoming 
more widely adopted by the ablest members of the profession. 
Thus Dr Barnes, the highest authority in London on such a 
topic, says {British Medical Journal, Nov. 3), " That question is 
really settled by every one who has impartially studied and 
clinically tested the action of forceps made on Tarnier's principle. 
The economy of force, and the even distribution of pressure on 
the soft parts, during extraction, can only be realized by those who 
have used this admirable instrument." And after referring to his 
own forceps, of which he proudly and, so far as England is con- 
cerned, justly says, " As an instrument adapted for general use 
it appears to have superseded most others," he adds, " Still it is 
not an axis-traction forceps; and in difficult cases of arrest at 
the brim it cannot vie with Tarnier's or A. R. Simpson's modifica- 
tion." 

The interesting and important subject of Extra-uterine Preg- 
nancy has been before us on more than one occasion. First we 
had Dr Freeland Barbour's paper on "Diagnosis of Advanced 
Extra-Uterine Gestation after the Death of the Foetus," and Mr 
C. H. Thatcher's " Case of Tubal Gestation ; " and at a later period 
the important essay on the subject with which we were favoured 
by our Honorary Fellow, Professor Freund of Strasburg. 

Finally, under this category we range Dr A. S. Currie's interest- 
ing " Statistics of Two Hundred and Fifty Consecutive Midwifery 
Cases in Private Practice," and the "Quarterly Eeports of the 
Eoyal Maternity and Simpson Memorial Hospital " which con- 
tinue to be furnished by the medical officers of that institution. The 
value of such a report for any one quarter may not be great ; but 
the mere accumulation of the material of which they are com- 
posed continually increases their importance, and their value will 
be greatly enhanced each time any Fellow of the Society records, 
like Dr Currie, the results of his private practice, whether in the 
town or country. 



6 valedictory address, bt prof. a. russell simpson. 

Gynecology. 

A due pre-eminence has thus been given to obstetric themes, 
but not to the neglect of gynecology. Diseases of women have 
been treated of, first of all, in two communications which we owe to 
the kindness of two Bussian confreres — in the paper, viz., by Dr 
Maslovsky " On the Development of Malignant from Non-Malig- 
nant Tumours of the Uterus," and by Dr Popow on " Fibro- 
myxoma Duplex Ovariorum." Dr Matthews Duncan favoured us 
with a contribution on "Foetid Parametric and Perimetric 
Abscess." Dr Halliday Croom described and commented on " Two 
Cases of Atresia VagineB." Dr W. L. Beed of Glasgow described 
and advocated the use of "A New Bivalve Speculum." Dr 
Currie sent a paper " On the Use of Chian Turpentine in Car- 
cinoma." Dr Milne Mun^ay gave a " Note of a Case of Inversion 
of the Uterus occurring immediately Post-partum, and resulting in 
Spontaneous Amputation." Dr Lediard sent a preparation with 
"Notes of a Case of Ovarian Sarcoma." Dr Smart described 
"Two Cases of Malformation of the External Genitals." Dr 
Milne Chapman read a " Case of Double Ovariotomy ; " and I 
treated of " The Uterine Sound," " Extirpation of the Cancerous 
Uterus through the Vagina," and " Superinvolution of the Uterus." 

In this department we have as yet had no statistical reports 
such as have been welcomed in the last few years in the depart- 
ment of obstetrics. Such gynecological tables may not have the 
same immediate value as the obstetrical reports ; still they might 
be useful. And when the managers of the Boyal Infirmary are 
beginning — ^not a day too soon — to agree to the appointment of an 
Assistant Physician for the Diseases of Women, perhaps the physi- 
cians should bethink themselves whether they ought not now to 
begin to furnish a yearly record of the cases treated in their 
wardsi 

Pediatrics. 

There falls to the obstetrician's care yet another department of 
the ills to which humanity is heir — the many ills on the inherit- 
ance of which he enters at the very threshold of existence. Pedi- 
atrics, somehow, never receives all the attention at the hands of 
our Society which its importance deserves. The number of papers 
on the diseases of childhood is never any way commensurate with 
the frequency with which our Fellows are called to deal with 
them in practice. Yet infantile disease has not been altogether 
left out of thought. Some of the papers to which I have alluded 
under the head of obstetrics had a regard also to intra-uterine 
disease or deformity. Dr Bonaldson gave us the history of a case 
of Congenital Hernia into the Umbilical Cord, for which he had 
contrived and successfully carried out a new surgical operation. Dr 
Bruce, who had previously brought before the Society his Method 
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of Eesuscitating the Still-born Child, was able to adduce a fourth 
case in which his Insufflator had proved serviceable. Dr H. W. 
Laing sent the preparation of a large Congenital Cystic Tumour 
from the back of a child's head, accompanied with a history and 
comments on the case ; and I directed the attention of the Society 
to the value of Credo's method for ensuring Prophylaxis of Ophthal- 
mia Neonatorum. 

Here also I may ask whether the energetic physicians of the 
Sick Children's Hospital could not furnish us with some valuable 
material gathered from their ward journals. 

Pathological Committee. 

But besides the subjects discussed in more formal papers, many 
matters of interest were brought before the Society in the exhi- 
bition of new instruments, of special cases of deformity, and of 
fresh specimens of various kinds. During the past session the 
Society has made an important improvement in its constitution in 
the formation of a Pathological Committee. This committee, which 
has undertaken to examine and report upon specimens of special 
interest, has been placed under the convenership of Dr Hart, at 
whose instance it was established. The reports of this committee 
will add to the value of future volumes of our Transactions, and 
will doubtless induce some of the Fellows to preserve and send 
for exhibition and examination preparations that they might have 
been ready to throw aside as useless. 

Eoll of Fellowship. 

During the past two years, moreover, the Society has been at 
pains to make up a more definite roll of Honorary Fellows. It has 
been agreed to limit the number to forty, the recipients of the 
honour being chosen from amongst the most distinguished obstetri- 
cians of Britain, Europe, and America, and provision is made for 
filling up blanks that may occur in any session at the penultimate 
meeting in June. There has been a large accession of Ordinary 
Fellows, so that, the treasurer informs me, the Society now num- 
bers 327 in all— the largest in its history. 

Besides the losses referred to at the commencement of last 
session, we have to lament the death of our friends Dr Middle- 
ton and Dr Miller, Ordinary Fellows of the Society; of Dr 
Dunbar of Garelochhead, Dr Harvey of Lincoln, Dr Hewan ot 
London, and Dr Stevenson Smith of Siam, Corresponding Fellows ; 
and, most recent of all, of Professor Depaul of Paris, who nearly 
twenty years ago was elected one of our Honorary Fellows. The 
immediate successor of the illustrious Baron Dubois, first Professor 
of Midwifery in the University of Paris, we see Depaul in his 
youth placed amidst the brilliant galaxy of French accoucheurs 
who played so great a part in founding, some forty years ago, the 
science of gynecology. Through a lengthened life we see him 
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diligently labouring to promote the progress of obstetrics. Only 
two years ago he showed Dr Barbour and myself with delight 
through the wards of the new Maternity which Government 
had provided for him. It is touching now to read, in the 
tribute to his memory by his friend and former assistant Pro- 
fessor Budin, how he died in harness after brief illness, just at 
the time when he had realized that he had need of rest, and 
had purchased for himself a property in his native district in the 
south of France, where he hoped to spend the evening of his days. 

Valete ! 

The sands of my time for filling this chair are now run out. I 
have tried to do my best in fulfilling the duties of the oflSce. I 
carry with me grateful memories of many happy evenings which 
your kindness has made pleasant and your converse has made 
profitable. I judge that the Council has done wisely in proposing 
your new president from among the country brethren who find time, 
amidst their hard work, to contribute to our Transactions and take 
part in our debates. It has done well in fixing its choice on one 
who has already proved his power to do justice to such a position 
both on its scientific and its social side ; and it has crowned for me 
the gratification which I feel in leaving the chair by suggesting 
as my successor in office one of the friends of my childhood, I 
know Dr Connel joins me in admiring the Hand that brings us 
together at this auspicious time — the same that sometimes brought 
us together long years ago in a seaside cottage looking out 
upon the Forth where it flows by the shore of our native county 
of West Lothian. 

II. The following office-bearers were then elected : — President, 
Dr Connel, Peebles ; Vice-Presidents — Senior, Dr Angus Mac- 
donald ; Junior, Dr C. E. Underbill ; Treasurer, Dr William 
Craig; Secretaries — Senior, Dr A. H. Freeland Barbour; JunioT, 
Dr E. Milne Murray; Librarian, Dr Peter Young; Con- 
vener of Paihological Committee, Dr D. Berry Hart; Members of 
CotmcU, Dr Jas. Young, Dr Gordon, Dr David Wilson, Dr P. A. 
Young, Prof. A. R. Simpson, Dr Halliday Croom, Dr Playfair, Dr 
Rattray. 

Dr Connel, Peebles, President elect, in taking the chair vacated 
by Professor Simpson, said that had he been aware beforehand of 
his nomination by the Council, he most probably would have 
declined the appointment. He was none the less sensible, 
however, of the honour which they had done him, nor of the kind 
feeling of the Society in so cordially confirming their selection. 
He accepted it as a compliment, not so much to himself 
individually as to the whole body of their country brethren, 
all of whom, almost without exception, were actively engaged in 
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practical obstetrics, and many of whom were much interested in 
their proceedings, and were prevented only by distance and 
pressing duty from listening to and joining in their debates. He 
thought that hitherto too little had been expected, he might say 
demanded, of country practitioners, and that they might possibly 
exert themselves a little more to deserve the recognition they had 
that night given him. Edinburgh had always been renowned for 
its obstetric teachers (and one who took this chair ought to be |i 
teacher in some sort) ; but it would surely add to their distinction 
that they should send forth pupils, any one of whom, whatever 
his sphere, should be able to preside with some measure of 
respectability at their periodical meetings. He could not hope to 
preside often ; but when he did, it would always be as a learner, and 
with the full recognition that he was there rather for what he 
ought to be than for what he was. At the same time, he would 
endeavour not«to discredit in their estimation the class to which 
he belonged. He begged to thank them sincerely for the honour 
they had conferred upon him. 

Votes of thanks to retiring ofi&ce-bearers were moved by Dr 
Taylor and Dr P. A. Young. 

III. Br Berry Hart^ convener of the Pathological Committee, 
presented his report. 

IV. Dr Barbour read a paper on 

FIBROUS TUMOURS IN THE CERVIX UTERI EXPELLED 

IN AN UNUSUAL MANNER. 

Observed by Prof. Stadfbldt, Copenhagen, Hon, Fellow of the Edinburgh 

Obstetrical Society. 

I HAVE just now observed the termination of a very unusual course 
of disease in a female patient suffering from fibrous tumours in 
the tissue of the cervix uteri, which tumours spontaneously and 
successively have been expelled externally, out from the cervix 
through the vagina. The first details of the case were published 
some years ago in a Danish dissertation but little known. As it 
now appears that the case is likely to have a successful end, I hope 
that an account of it may have some interest for the Society. 

H. B., a widow, aged 44, came under my care in June 1875. 
She had borne children three times, the youngest child being 21 
years old. Suffering for three years from menorrhagia and from 
difficulty, or often total inability, to pass water, she had consulted 
different medical men. On making a vaginal examination a large 
tumour, the size of a full-grown man's head, was found to the 
back and left of the cervix; the os uteri to the right side. 
The tumour was, generally speaking, hard, differing in parts, and 

B 
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somewhat elastic, lying in and filling up the brim of the pelvis. It 
had grown one inch above the whole of the anterior wall of the 
pelvis, but the lower end was somewhat more pointed and reached 
nearly to the entrance of the vagina. The sound was easily 
introduced four inches and a quarter into the cavity of the womb 
but much to the right side. The upper part of the vagina was dis- 
tended by the tumour, and highly stretched in the circumference 
of the brim. The bladder was pushed upwards, and the urethra 
elongated so that the sound had to be introduced eight i inches 
before reaching into the bladder. After dilating the cervix with 
sea-tangle bougies, the finger was introduced, passed easily four 
inches into the cavity, and confirmed the result of the vaginal 
examination in regard to the situation and the size of the tumour. 
The fundus uteri, not much enlarged, was discovered to the right, 
joined to the tumour. 

She came, in the commencement of the year 1876, under my 
care for operative treatment, when a part of the tumour like a large 
polypus was expelled out of the vulva. The polypus had a short, 
very thick pedicle upon the outside of the cervix to the left from 
the OS uteri. The discharge from the vagina was somewhat fetid, 
and the woman's share of health not good ; she suffered from fever, 
had sickness and loss of appetite. I carried the galvano-caustic 
wire around the pedicle, and cut through without difficulty. The 
bleeding was inconsiderable ; she made a good and rapid recovery, 
and the difficulty in parsing water and the metrorrhagia were accord- 
ingly lessened. The tumour removed had a diameter of three 
inches and a half. It was an oedematous fibro-myxom, including a 
single small cystic cavity, the pedicle very muscular. 

Several similar tumours were successively expelled from the 
cervix, always to the outside from this, three times in the course 
of the first year. The first of these was a polypus as large as 
a lemon, the second weighing 500 grammes, and the third 686 
grammes in weight. Finally, the last, the tenth polypus, was 
pushed down and removed in September 1880. The state of 
health before and after the operation was always the same, the 
bleeding very slight, although the last polypi were removed with 
the ecraseur, and not with the galvano-caustic wire. The recoveries 
were always speedy. I keep the ten tumours, preserved in spirits, 
in our museum, Saxborphianum, and their combined weight is at 
present 2850 grammes. 

In the three years since the removal of the tenth tumour the 
patient has had good health. The difficulty of passing urine and 
the menstruation are gone, and from an examination made in 
August 1883 it seems probable that she is cured of her protracted 
infirmity. I then found that the large tumour in the cervix had 
quite disappeared. The lips of the uterus were short, and attached 
to the back part of the shrunken upper portion of the vagina. The 
OS uteri formed a transverse open slit. The anteflected cervix 



BT PROFESSOB STADFELDT. 11 

uteri was somewhat enlarged, and contained a little fibrous tumour 
in the anterior wall. The patient's health and appearance were 
quite good. 

Professor Simpson said that the thanks of the Society were due 
to Professor Stadtfeldt for recording this unique case. He was not 
surprised that there had been so little hsemorrhage, because the 
vascular connexions of fibrous tumours were not great. The chief 
danger of operative interference in such cases lay in the risk of 
setting up pelvic inflammation. 

Dr Berry Hart mentioned a case in which he recently removed 
a fibrous tumour from the uterus. Although the operation was 
quite simple, the patient had a severe attack of pelvic peritonitis. 

Dr Peter Young said that he thought the case must have been 
that of interstitial fibroid tumour. 



Meeting II. — December 12, 1883. 
Dr Angus Macdonald, Viee-Presidenty in the Chair. 

Dr F. D. Astley and Dr J. W. Ballantyne were admitted Fellows 
of the Society. 

I. Professor Simpson showed (1) an anencephalic fcetus, sent 
by Dr Henry Barnes, Carlisle. The mother was a multipara, 
aged 33. When two and a half months pregnant with the foetus 
she got a fright from seeing a cow delivered of a calf, and had 
never felt well since. On the 7th October of this year she was 
seized with labour, and after suffering from irregular pains for two 
days she was delivered of an anencephalous fcetus, the cephalic 
end presenting. The cord was ten inches long. (2.) Placentae 
AND MEMBRANES from a casc of triplets, sent by Dr Allan Thomson 
Sloan, Penrith. The patient was 33 years of age, and had had 
one child at the age of 19, but none since. Quickening occurred 
on the 1st June this year. Pains began on 24th October, and 
she was delivered of triplets at 2 p.m. on the 25th. The labour was 
over before Dr Sloan's arrival, but a nurse who was present informed 
him that the boy was born first, and then the girls followed in a 
common sac, which escaped without rupturing. The placenta of 
the boy was the largest and distinct, attached to the others by the 
membranes. The others were fixed. One of the girls died on the 
second day, weighing 2 lbs. 7 oz. The others are still living. 

II. Dr Angus Macdonald showed (1) an ovary with tube from 
a case of salpingo-oophorectomy. The patient was the mother of 
three children, but she had for nearly ten years suffered constant 
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agony, both during the menstrual and intermenstrual periods. She 
presented herself in an exhausted, emaciated condition. After 
careful examination the ovaries were removed, along with the 
tubes on both sides. The ovaries were both cystic, and the tubes 
enormously dilated. The patient recovered the operation without 
any check, and is now in excellent health. A full account of the 
case will be given afterwards. (2.) Fibroid tumour from a case 
of hysterectomy. The tumour weighed over 9 lbs., and had caused 
much distress and loss of blood. When exposed it was found that 
it had undergone twisting, so that the ovaries were lying, one in 
front of the other, behind the tumour. Battey's operation was 
thus impossible, owing to the difficulty of reaching the posterior 
ovary. The whole mass was then removed. On examination the 
broad ligament was found to contain several cysts. The tumour 
occupies the posterior wall and fundus, and was beginning to soften. 
The medical man who had sent in. the case stated that the tumour 
had doubled itself during the last two months. The patient is 
doing well. (3.) A slough, involving the posterior vaginal wall and 
the pouch of Douglas, produced by Sims' operation for removal 
of cancer of the cervix by scraping away cancerous tissue and 
then packing the vagina with dossils of cotton-wool soaked in 
chloride of lime. This was the first time Dr Macdonald had met 
with such an accident, and he was inclined to abandon the operation 
in future. The patient has still some control over the rectum. 

III. Dr Webster showed a knotted cord. The cord was 27 
inches long when untied. The child was small and wrinkled, and 
showed but feeble signs of life when born. It was, however, 
resuscitated. The knot was probably formed at the eighth 
month, as at that time the foetal movements became less vigorous^ 
dragging in the pelvis, and diminution of size of abdomen. The 
liquor amnii at birth amounted to only a few ounces. 

IV. Dr Angus Macdonald, as an introduction to the discussion 
on Professor Freund's paper, printed in VoL viiL of the Transac- 
tions, page 110, read the following 

EECORD OF TWO CASES OF EXTRA - UTERINE PREG- 
NANCY—ONE OF THEM SUCCESSFULLY TREATED BY 
LAPAROTOMY AND INTESTINAL RESECTION. 

Mr President and Gentlemen, — Our lynx-eyed and en- 
thusiastic treasurer, on the second last evening of last session, 
prompted me to suggest that it would be better to postpone the 
discussion upon Professor Freund's paper till a future meeting of 
the Society. I readily agreed to this proposal, because I felt con- 
vinced that, with a great deal of other work on hand, it was im- 
possible to do justice to a paper of so great merit, and dealing with 
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one of the most difficult subjects that can come into the hands of 
the gynaecological practitioner. But I must confess I did not at 
first see the cloven foot concealed in my prompter's suggestion, else 
I might have left him to propose the adjournment himself. I was 
not long allowed to remain in the dark, however ; for so soon as it 
was settled that the debate be adjourned, our treasurer stated that 
as I had originally moved the adjournment of the debate, I was in 
duty bound to open it I then experienced, I confess, feelings very 
much akin to those of Birdofredom Sawin when he, at a public- 
house meeting, having voted for himself as president of the republic, 
was brought in for paying the drink all round, inasmuch as he was 
the only person present who was voted on as a candidate. However, 
I have taken a plan of getting out of the difficulty which I am 
sure will meet with the approved of Dr Freund, from his expressed 
desire to see fresh contributions to the subject, and I trust, also, may 
not be uninteresting to you, — i.e., I have placed on record two cases 
observed and treated by myself, as a contribution to the literature 
of the subject, instead of entering into a critical analysis of Dr 
Freund's paper. 

The latter of these cases has been already published by me in a 
paper upon intra-peritoneal pelvic hsematocele in the Edinburgh 
Medical Journal for January of this year ; but from the point of 
view of etiology it is equally fair to class it as a case of extra- 
uterine pregnancy. 

The former of the cases is as yet, so far as I can find, unique in 
many particulars, and affi)rds grounds to encourage hope in even 
the most unpromising cases of abdominal surgery. But it will 
perhaps be better for me to proceed, without further comment, to 
record the cases, so that you may be able to judge for yourselves 
on these matters. I shall therefore at once proceed to read : — 

Case I. — Mrs S., set. 28, residing at Comiston Mains, admitted 
into Ward XXVIII., Eoyal Infirmary, on 19th May 1883, com- 
plaining of abdominal pain and swelling, oedema of left leg, and great 
exhaustion, recommended by Dr Graham of Currie. 

History of Present Attack. — Patient ceased to menstruate in 
October; up to that month she was perfectly regular. Shortly 
afterwards she felt great pain in the lower part of the abdomen on 
two distinct occasions, both of which lasted for a week. She 
obtained some medicine from her doctor, which relieved the pain. 

In December she was much troubled with vomiting and sick- 
ness, beginning in the morning and continuing during the day. 
This was found to have no relation to the ingestion of food. The 
vomiting continued until about four weeks ago, when it suddenly 
ceased, and has not returned. 

Patient says she distinctly felt foetal movement until a month 
ago. She is not quite sure when she first noticed it, but is quite 
positive as to its having been unmistakably present. 
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In February her breasts began to swell, and continued to do so 
markedly. Milk could be squeezed out of them until a month 
before admission. Since then the breasts have become small and 
hard, the nipples, however, remaining large and prominent 

Four weeks ago she was working very hard at home, and thinks 
she overstrained herself. She then had pain like labour pains, 
and noticed that her abdomen was beginning to swell, and felt a 
deep-seated pain in the lower part of it, which became so bad 
that she had to take to bed. As the swelling increased she had 
great difficulty and pain in passing water. 

About a week before admission she noticed a sanguineous dis- 
charge from the vagina. A few days previously her left leg 
became swollen, beginning at the ankle and gi^adually extending 
upwards to the hipa 

Her family and previous health are good. 

State on Admission, — Patientpale,anxious-looking,and emaciated. 
The dropsy referred to in the left leg still present. Temperature 
varying from normal in the morning to 103° or 104° in the evening. 

OenitO'Urinary System — Sexual Histoiy, — Patient began to 
menstruate at 15 years. The quantity of discharge at each period 
was profuse, and duration seven days. Sometimes slight dys- 
menorrhoea. She had one child six years ago. 

Physical Hxamination, — ^Abdomen generally distended. Re- 
sonant all over, except just above the symphysis pubis and toward 
the right flank, where it is relatively dulL Left flank is quite 
clear. Measurement round umbilicus, 33f inches. 

Fer Vaginam, — Vagina is short; the uterus is depressed, the 
vaginal portion being soft and enlarged like that of a pregnant 
uterus. There is a tender fulness in the pouch of Douglas. In 
the right and left fomices, on deep pressure, a rounded mass can 
be felt also. Sound enters 5 inches, and communicates a feeling 
of increased resistance as it passes over the endometriuuL 

Per Rectum, — A large semi-elastic mass projects into the pouch 
of Douglas, flattening the rectal wall, and giving rise to great 
pain when touched. 

Urine reddish colour, slightly acid. Specific gravity, 1014, and 
a slight trace of albumen is present. 

Alimentary System, — The patient's tongue is red and fiery-look- 
ing. The appetite is poor. There has been considerable diarrhoea 
of late. The breath smells strongly of " newly-mown hay." 

Circulatory System, — Heart on palpation and percussion normaL 
A soft murmur accompanies the first sound in the mitral area. Pulse 
rapid, rather compressible, and collapsing readily. 

Respiratory System, — Normal. 

Strict rest with milk diet was ordered. Symptoms to be met by 
astringents, opiates, etc., as they should arise. 

From the date of admission till 12th June a varying amount of pus 
and blood was seen to pass from the patient's rectum. The abdo- 
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men at the latter date is found still distended, though measurement 
round the umbilicus is somewhat less (32 inches). The uterine 
tumour is still felt close to the umbilicus. The mass spoken of 
previously as flattening the anterior wall of the rectum is not so 
prominent now ; it is very irregular in outline, and tender to the 
touch. Within reach of the finger no opening can be felt in its 
surface. The swelling has disappeared from the left leg. Breath 
smell now natural. 

2nd Jvly. — ^Abdomen flaccid, and much smaller than before. 
No pain is felt on pressure ; in the left groin there is a feeling of 
increased resistance ; the uterus can also be felt above the pubes. 
Measurement round the umbilicus, 30 inches. 

Per Vaginam, — The tumour is felt behind and to the right of 
uterus ; its surface is very irregular, and is found to extend above 
the brim of the pelvis on the left as well as on the right. Sound 
enters 5 inches ; internal surface of the uterus still rough. 

Per Rectum. — The tumour is felt, especially on the right side, 
pressing on the anterior surface of the rectum ; it is tender, and 
communicates no feeling of softening. On pressing the abdomen 
over the tumour to the right of the mesial line, a peculiar crackling 
or crepitating sound is elicited. 

bth September. — General condition of patient has much improved, 
though the pain in abdomen during the last week has in- 
creased. Measurement around umbilicus, 34 inches. The pain in 
the abdomen is increased with every attempt at motion. Bowels of 
late have been regular. 

As the patient had been on our hands since 19th of May, being 
now nearly five months, and as, though she had improved so far 
as her general condition was concerned, and no longer showed 
any septicsemic symptoms, she yet suffered greatly from pain, and 
became threateningly ill when any attempt at sitting up was made, 
I came to the conclusion that some active measures were warranted 
in being taken with the view of affording her permanent relief. As 
against operative procedure we had to consider the fact that at one 
time undoubtedly a connexion existed between the sac of the 
tumour and the intestinal canal. But as the intestinal symptoms 
had of late been in abeyance, I resolved to operate. 

Accordingly, assisted by Drs Chapman, Dunlop, and Play fair, on 
9th October 1883 1 opened the abdomen, with antiseptic precautions 
minus the spray. Drs Hart and Barbour, along with several other 
medical friends, were also present. The abdomen was opened and 
the peritoneum reached without difiiculty. 

It was found that the remains of the foetus were included in a sac 
attached to the right and posterior aspects of the abdominal wall. 
What appeared to be an abdominal adhesion of the cyst was torn 
asunder, and the bones of the skull, laid bare by this means, were 
removed. When this apparent portion of cyst was drawn forward, 
it was found to consist of about 5 or 6 inches of the small 
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intestine, the walls of which, where they lay in relation to the 
abdominal walls, were thick, softened, and almost gangrenous. 
In the cavity in which the bones of the foetus lay there was a con- 
siderable amount of faecal matter. A loop of intestine which was 
adherent to the part above mentioned was carefully separated 
from the rest, and was found to contain a faecal fistula. The 
whole of the rest of the contents of the cavity in which the foetus 
lay were now removed carefully, and the cavity sponged out The 
portion of the intestine already mentioned, whose wall formed 
part of the cyst, was now cut out, and the healthy ends of the bowel 
brought together as completely as possible by a continuous catgut 
suture, care being taken to approximate the raw edges completely 
without including any of the mucous membrane. The stitches 
were passed very close to one another, and this part of the opera- 
tion took up a considerable time. The gap in the mesentery was 
also brought together by continuous suture. 

During this part of the operation there was some haemorrhage, 
which was, however, completely arrested by the pressure of the 
sutures. The edges of the faecal fistula above referred to, having been 
thoroughly rawed, were carefully brought together by catgut suture. 

The abdomen was now sponged dry and the wound closed, a 
large indiarubber drainage-tube being introduced at the lower 
angle of the wound, so as to extend to the bottom of the cyst, 
and secured in position by passing one of the deep sutures 
through its texture. 

l\mperature after the Operation was 97°*6 ; pulse 82. In the even- 
ing the temperature was 101°*4; pulse 120, and very thready. Dur- 
ing the night the bowels were moved four times, the evacuations 
being blood and mucus. Great thirst was experienced, and slight 
sickness. Slept a little. Patient was kept under influence of opium. 

lOth October {second day). — Temperature 99°; pulse 126-32, 
quick and thready. The discharge from the wound was of a dark 
greenish-brown colour, thick and putrid. The patient has a bad 
cough, which causes her much discomfort. A mustard and linseed 
poultice (with a piece of flannel between poultice and skin, to keep 
in the heat and to prevent blistering) was applied to her chest, which 
gave great relief. The thirst is still very bad, but water was given in 
teaspoonfuls now and then, with occasionally a small piece of ice. 
The ice, however, produced emesis. Towards evening the patient 
became exhausted. Brandy and champagne were given, a tea- 
spoonful of brandy to a tablespoonful of champagne, every half 
hour. Bowels moved quite naturally. She slept a little during 
the day. At 11 p.m. temperature went up to 102°'2; pulse 130. 
During the night the patient was able to pass urine, it having been 
drawn off previously. She was very restless, and so morphia was 
given, and she slept a few hours. 

l\th October {third day), — Temperature 98**; pulse 120. Stimu- 
lants were given as usual, and peptonized meat suppositories were 
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f introduced, at first every hour, then every two hours Sickness 
was caused by the brandy, so champagne was given alone. After 
a time that also was rejected, and brandy was again given, and 
no sickness followed. 

The discharge from the wound was now found to be mixed with 
faeces. Accordingly the dressing was changed from protective and 
salicylic wool to marine lint and oakum, which was changed 
every four hours, the bowels still acting. 

From 12th October to 22nd October {fourteenth day), — Patient 
continued gradually to improve under the same treatment, sleep- 
ing slightly better and looking brighter. On the 22nd of October 
the drainage-tube was taken out. A charcoal and mustard poul- 
tice was used to remove the crust formed by the salicylic cream, 
which I should have nientioned as being put on. Since the 
tube was removed, no faeces came by way of the wound. 

The removal of the crust just referred to left a large skin- 
denuded surface on either side. 

25th October (seventeenth day), — One-half of the raw abdominal sur- 
face was painted with liquefied gelatine and a coating of melted 
paraffin. The side that was not painted bled very much. The 
patient slept better during the night. Bowels moved very often, 
and the evacuations were very offensive. 

21th October {nineteenth day), — Patient complains of a fainting 
sensation, and great soreness all over the abdomen, but on the 
whole feels pretty well. 

The gelatine came away in a cake, owing to the continued dis- 
charge from the wound, the part which had been painted looking 
better than that which had not. The next day gelatine was 
placed on both sides of the wound, and was found to adhere better 
than on the last occasion. Patient now takes large quantities of 
milk, and occasionally beef-tea. 

This treatment improved the local irritation very markedly and 
rapidly. The incision, which at one time threatened to open up, 
began to heal kindly throughout its entire extent, and by the end 
of November the irritated surface was perfectly healed. 

Latterly an application of boracic acid in glycerine was em- 
ployed. 

12th December 1883. — At the present time the abdominal surface 
is completely free from rawness— the wound is entirely healed. 
There is neither abnormal distention nor abnormal dulness in any 
part of the abdomen. The abdomen, when percussed over the seat 
of the foetal sac, gives a perfectly resonant note. The bowels have 
gradually improved in their action from six times a day to thrice 
daily, twice daily, and, for the last six days, once a day only. 

The patient is putting on flesh and is getting up daily. She 
walks easily, and feels gaining strength daily. I examined her 
per vaginam this afternoon, and I find now that all pelvic 
thickening is completely gone. The uterus is natural in size 

c 
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and quite movable, and not a trace of any deposit or of tender- j 
ness can be felt per vaginam. Indeed, the patient gives now every 
promise of complete restoration to health.^ I 

This would appear to have been a case of abdominal preg- | 
nancy which had settled in the right posterior part of the ab- 
domen, and in which the child had lived till about the end of \ 
the sixth month. About the time the foetus died, inflammation ^ 
took place in the sac. Considerable peritonitis was produced, with 
apparently thrombosis of the left iliac vein, and consequent dropsy 
of the left leg. Concomitantly with these there was absorption of 
the putrid materials contained in the sac, and the production of | 
septicsemic symptoms, as indicated by the character of the breath 
and the temperature when she came into the hospital. This threat- 
ening state of matters was relieved greatly by the bursting of the | 
sac into the bowel, and the consequent free discharge of foetid 
pus per anum. 

Into the grounds of diagnosis in this case it is hardly worth 
while to enter, as these were only too plain. We had evidence 
of an enlarged uterus which was empty, and along with that a 
very complete history of the occurrence of pregnancy with foetal 
movements and milk secretion. 

As the foetus had died, we had no scruples in using the uterine 
sound to confirm our belief that the uterus was empty. 

Though the diagnosis was easy, yet the sequel has proved that 
the case of Mrs S. is extremely interesting. The centre of im- 
portance in the case is its treatment. It may be doubted whether 
I was warranted in attempting to remove the bones of the foetus ; 
and, indeed, from my experience of the alarming nature of the 
complications found, I would be much inclined, in another similar ! 
case, to act upon the principle which was aptly put forward by Dr 
Hart when he came to see the patient the day after the opera- 
tion, viz., when there is any reason to fear communication be- 
tween the sac and the intestinal canal, the moral of this case is 
to let well alone. Whilst I heartily said Amen to Dr Hart at 
that time, I am of opinion now that something has been added 
to our knowledge of what can be done by operation on the 
intestinal canal by the experience of this extraordinary case, and 
that though the general principle may be true, there is reason to 
expect not a few exceptions to it. 

No one present at the operation believed that the wonaan 
could live over twenty-four hours, yet to our surprise and delight ' 
she is now living and well, and nearly two months have passed , 
since the operation. 

1 The patient left the Infirmary on the 9th of January 1884 in good health. ' 
With the exception of one day on which castor oil was administered, when 
there were three stools, the bowels have regularly moved once, and only once, 
daily since the 6th of December 1883. The patient has gained rapidly in flesh 
and strength, and has been taking ordinary food, including meat and fowL 
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Besides, what was I to do ? The patient had been, as above 
stated, nearly five months in hospital, and though she had im- 
proved very much, yet the slightest attempt at sitting up brought 
on attacks of pain that threatened to light up afresh all her peri- 
toneal evils. I could not continue keeping the patient much 
longer in the house, and to send her out seemed consigning her to 
certain death. I accordingly reluctantly resolved to operate. 

From the amount of sufifering which the history of this case shows 
that the patient went through, I should not, I assure you, lightly 
subject another patient to the same ordeal. But I rather think 
that if a patient similarly situated were to present herself again 
in my clinique, I would feel warranted, in the light of the ex- 
perience gained by this operation, to give her a chance for her 
life by operating. 

It will be noticed that the foetal sac occupied the posterior and 
lateral aspects of the abdomen on the right, passing posteriorly 
behind the ascending colon, and anteriorly being closely connected 
with a loop of the small intestine, at least six inches long, which 
freely communicated with the sac, and, indeed, formed part of its 
wall, as we found it. This intestine was adherent to the abdominal 
waU ; and it was on separating this adhesion by very gentle traction, 
believing it was the upper wall of the sac of the foetus, so as to get 
at the bones which I felt through it, that to my horror and dismay 
I found myself in the cavity of the intestine. 

It is idle now to discuss the question whether with greater care 
it would have been possible to avoid this lesion of the boweL I 
simply may say I do not think so, if the operation was to be carried 
out at all. Having found myself in the unlucky predicament of 
having to deal with an opening involving six inches or so of the 
intestinal canal, the walls of which were ragged, thickened, softened, 
and almost gangrenous, with, in addition to that, a considerable faecal 
fistula of another loop of small intestine, I did my best for the 
patient by cutting out the unhealthy torn piece and bringing 
together the raw healthy surfaces as accurately as possible, whilst 
at the same time I rawed the edges of the small fistula and 
brought them thoroughly together. This left a gap in the mesen- 
tery, which had also to be sewed up. As no operation of this sort 
was expected, we had made no special preparations for it, and were 
only provided with good catgut. 

I acted chiefly upon Sir Spencer Wells's experience, who, find- 
ing he had made a considerable cut into the colon in one of his 
operations, states that he brought the opposing surfaces together 
with a continuous catgut suture. This I did to the very best of 
my ability, taking care to bring out the needle on the one side and 
enter it on the other exactly at the edge of the mucous membrane, 
so as to avoid including any portion of the latter in the grip of the 
suture. The stitches were also put very close together. The 
sequel shows that perfect coaptation must have been secured. 
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I really do not know whence the small quantity of faeces came 
which were on several occasions observed previously to the removal 
of the drainage-tube. I am inclined to believe that it may 
have been either from some faeces not reached by the sponge in our 
attempts at emptying the sac, or from a third sinus which had been 
unobserved, and which had been situated in the large intestine, as 
the quality of what was discharged'was different from the milky- 
looking chyle which one sees in a case of a fistula of the small 
bowel If due to the latter cause, the opening must have been 
small, and must have spontaneously closed up as the other parts 
healed. 

Much advantage was derived, in the healing of the eczematous 
irritated surface, by the gelatine and paraffin dressing, which was 
suggested and carried out by Dr Cockburn, to whom I owe thanks 
for his kindness in this connexion. The distress from the raw 
abdominal surface caused by the stinking discharge was truly awful 
for some time. 

I have stated that this case appears to me in some points unique, 
and I still think so. This extraordinarily perfect recovery after re- 
secting six or seven inches of bowel is very encouraging indeed, and 
ought to make us less frightened if, in case of accident during abdo- 
minal operations, the intestines should unfortunately be injured. 

Of course, resection of the upper end of the intestinal canal for 
cancer of the pylorus and stomach, etc., has been practised with 
more or less success by Billroth and other surgeons. Operation 
in this situation is, both on account of the most common reason 
for its performance (malignant disease) and from the close 
manner in which the duodenum is bound down to the abdominal 
wall, much more difficult to perform than on a part of the bowel 
with an extensive mesentery, such as we had to deal with in the 
present instance. These operations, therefore, may be regarded as 
belonging quite to a dififerent category. But the cases that I have 
met with which come nearest to mine are two recorded by 
Professor Edward von Wahl of the Dorpat Hospital, in the St 
Fetersburger Medicinische Wocheiischrift, and referred to in the 
British Medical Journal for May 1883, p. 1015. 

These were, a case of resection in which two and a half inches 
of intestine were removed, and the opposing ends brought together 
with a single row of catgut sutures, in order to cure an artificial 
anus. In this case the patient died on the third day from peri- 
tonitis, in consequence of two of the sutures becoming loose. The 
part removed proved to be a portion of the transverse colon. 

The other case was one in which Professor Wahl, finding in- 
timate adhesions between a dermoid cyst and the ascending colon, 
preferred to remove the portion of colon rather than separate it 
from the tumour. The reason assigned is that the tumour was 
already, especially along the line of adhesion, undergoing malig- 
nant degeneration. In this case a double row of sutures were 
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employed, one set embracing the mucous membrane and the 
muscular wall, and the other bringing the serous membranes into 
contact. This case did well for a month, and then went to the 
bad, apparently from malignant disease. It is clear, however, 
that the union of the bowel surfaces had been complete, a result 
which appears to me to have been essentially due to the increased 
number of stitches employed. 

But I will not weary you with any further remarks on this 
case. After the fact, I have several things to regret, more espe- 
cially, 1st, that I did not examine the exact state of the uterus 
and ovaries ; 2nd, that I did not retain the excised portion of 
bowel. But this cannot now be helped, and must be endured. 

I now proceed to consider — 

Case II.^ — Mrs S., aet. 29, residing in Edinburgh, was admitted 
to Ward XXXIIT., Eoyal Infirmary, on 7th October 1882, and 
removed to Ward XXVIII. on 10th October. 

The patient complained of much abdominal pain and tenderness, 
cessation of menstruation, and morning sickness. She has been 
twice married, the first time eleven years ago. Her first husband 
having died in December 1881, she married a second time three 
months ago. Since her marriage she only menstruated once, viz., 
ten weeks previously to admission. Her menstruation up to this 
time had been regular. She never was pregnant during her first 
marriage, and menstruated regularly. The only exception to her 
uninterrupted good health occurred four years ago, when working 
in the fields as an outdoor worker. She then, on lifting a heavy 
basketful of potatoes, was seized with a severe pain in the left side, 
more particularly in the left iliac region. Though suffering great 
distress, she continued to work that day, but was confined to bed 
for the next six weeks with what was called inflammation of the 
bowels. When this illness began she was menstruating, and she 
states that the flux was arrested by it for the time. 

About a month previous to admission she began to have morning 
sickness and vomiting, with pains over the lower part of the belly. 
Since that period the pains have been present with varying 
intensity, but they have become latterly more general over the 
abdomen. On the day preceding her admission, about eight o'clock 
in the morning, when walking about in the house, she experienced 
a violent pain in the left iliac region, so severe, indeed, that she 
fainted and was for a time insensible. On regaining consciousness 
she became sick and vomited, and heard ringing sounds in her 
ears, the pain being now general over the abdomen. On the 
day of admission she again fainted, and was insensible for a time ; 
and in consequence of the alarming nature of her symptoms she 
was removed to the Eoyal Infirmary. During those two days she 
had become very pale in colour. Her temperature on admission 
was 98°, and pulse 106. 
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On 8th, morning temperature was QS'^'b, evening 100°'2 ; pulse 
108 ; bowels moved once. 

On 9th, temperature in morning was 99''8, evening 100^ She 
passed 20 ounces of urine, and had 20 minims of spirits of chloro- 
form administered on account of the abdominal pain. 

On 10th I saw the patient in Ward XXXIII. at Dr Wyllie's 
request, and examined her, with the following results : — Consider- 
able tenderness over the abdomen, especially over the lower half. 
Some distention and increased resistance, more particularly 
inferiorly, but no distinct resistant tumour can be made out. 

On examining per vaginam, vagina short, uterus situated low 
down in the pelvis, outer os very smaU ; vaginal portion of the 
cervix is short, but not softened. 

Anteriorly and to the left the inlet into the pelvis is blocked 
by an ill-defined, soft, and partially resistant mass. Centrally it 
is firm and decidedly resistant But this firm portion appears to 
be the body of the uterus. The uterus is not completely fixed 
and is not apparently enlarged. Behind the uterus nothing is to 
be felt. Per rectum an ill-defined fulness or soft mass can be 
felt towards the left side of the pelvis high up. 

The patient was that afternoon removed to Ward XXVIII. 
The evening temperature was 100°. There was retention of urine, 
in consequence of which the catheter was passed and 40 ounces of 
urine withdrawn. 

11th Oct. — Morning temperature 100**'6, evening 101**; pulse 
120. The patient had again retention of urine, 30 ounces being 
removed by catheter. Much pain during night. Ice-bags were 
applied to abdomen, and one-third of a grain of morphia ad- 
ministered per rectum. 

The breasts are observed to be prominent ; areolae partially de- 
veloped, mammillae prominent, covered with a scaly crust. Some 
sero-lactescent fluid can be squeezed out from both nipples. This, 
when subjected to microscopic examination, is seen to be composed 
of minute shining points, and numerous colostrum corpuscles. The 
vulvae present no extra pigmentation. 

12^A Oct. — There has been a slight amount of sanguineous flow 
last night. The mass on left side of abdomen feels more firm and 
defined. Measurement from umbilicus to anterior superior spine of 
left ilium is 7 inches ; to anterior superior spine of right ilium is 6f 
inches. Circumference at umbilicus 32J inches. The abdomen 
is tender on pressure over its lower part, but there is little, if any, 
tenderness above a transverse line passing through the umbilicus. 
The tenderness is greater on the left than on the right. The per- 
cussion note is resonant in the mesial line down to a point 1| inch 
below the umbilicus ; below that point the note is duller, but not 
absolutely flat. Both flanks give a resonant note. In the left 
groin, to a height corresponding with that noted regarding the 
mesial line, there is some dulness, but above that position the note 
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is specially clear. There is some dulness on the right side. The 
patient's appearance is markedly anaemic, the conjunctivsB being 
quite bloodless. A venous hum is heard in the veins at the root 
of the neck. 

For the next six days the patient remained much in the same 
condition. The morning temperature varied from OS^'-S to 100°*4, 
and the evening from 100° to 101°'4 There was a good deal of 
pain complained of, especially at night, and the bowels remained 
constipated. The patient was able to pass her water voluntarily. 
On 16th Oct. an enema was administered, but no movement of the 
bowels followed. 

llth Oct — The temperature was, morning 98°-8, evening 100° ; 
pulse 100. The abdomen is much less distended, but the dulness on 
percussion is markedly more pronounced. Per vaginam, on the 
left side of the uterus there is now a very distinct resistant tumour 
to be felt, which appears to extend behind the uterus. The sound 
enters 2^ inches, and causes no pain nor discharge of fluid. The 
patient had some sickness in the morning. 

ISth Oct — Passed a good night on the whole. Evening tempera- 
ture 100°'4 ; pulse 114. Had more abdominal pain in the morning, 
for which a suppository of gr. \ morphia was administered. 

19ih Oct, — Had another enema to-day, and a free motion after it. 
Temp. 100° ; pulse 100. Feels better. There is now a distinct, 
rounded, smooth tumour to be felt along the lower part of the 
abdomen. Its upper margin can be distinctly felt a little below 
the umbilicus. It fills the lower part of the abdomen completely, 
but not tensely. 

The patient continued to improve from that date. Her appetite 
got better, her temperature became normal, and her bowels acted 
regularly. Her general appearance underwent a corresponding 
improvement. 

On 17th November the following note was taken : — ^A distinct 
hard tumour can now be felt occupying the entire abdomen from 
the umbilicus downwards. There is no pain complained of on 
gentle pressure over the abdomen. It is impossible to decide with 
certainty whether the tumour is attached to the abdominal wall or 
free from it. The tumour is fixed in the pelvic inlet, which is 
completely occupied by it. On the left of the uterus, and slightly 
so behind it, there is a feeling of a tender, elastic, cushiony, but 
thin mass in front of and movable over the surface of the hard 
mass. To right and left of the uterus, and also anteriorly, this 
feeling is not present, and the examining finger impinges at once 
on the hard tumour, the ordinary tissues only coming between the 
finger and the tumour. Posteriorly the tumour does not extend 
lower than the external os uteri. Fluid squeezed out of the breasts 
is shown by the microscope to be made up of true milk with well- 
developed milk-cells. 

The patient felt so well that she insisted on leaving the Hospital 
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on the 13th January 1883, before the tumour was completely 
absorbed, if, indeed, it has entirely disappeared. It was then, 
however, nearly entirely confined to the left posterior upper part 
of the pelvis, and only extended about an inch above the 
brim. 

Throughout the case the treatment adopted was the continuous 
application of an ice poultice over the abdomen, the maintenance 
of very strict rest, and an occasional morphia suppository at night 
when the pain necessitated it. 

This case I have all along regarded as one of a tubal gestation, 
bursting about the beginning of the third month, and giving rise 
to an enormous hsematocele directly threatening life. 

It is, of course, subject of doubt whether this case really was due 
to the bursting of an extra-uterine gestation. But, short of a post- 
mortem examination, it appears to me that we could hardly have 
more convincing evidence, with the sole exception of the absence 
of uterine enlargement. There was amenorrhoea in a woman in 
good health, living with her husband, and who had heretofore been 
regular in her periods. There was, further, morning sickness and 
vomiting, with pains in the region of the left tube of a recurrent 
character. Then there was the sudden attack of excessive pain, with 
symptoms of acute anaemia and collapse and other unmistakable 
evidence of great internal haemorrhage. There was also enlarge- 
ment of the breasts, which were proved to contain milk, and there 
were changes in the mammillae and areolae, all indicative of early 
pregnancy. Even when the woman was able to leave the hospital 
there was evidence of some sacculated material in her pelvis, rather 
than that of simple haematocele. Of course, there was doubtless a 
haematocele of unusual proportions present also. 

We have not been able to trace the patient's subsequent history, so 
as to ascertain whether the changes in the foetus and its sac, which 
we presume were present, gave her further trouble. The truth is, 
I believe we are bound to revise our views in regard to extra- 
uterine pregnancy, and to include in that list a considerable 
number of cases that are now regarded as simple haematoceles from 
rupture of some vessels in connexion with the pelvic peritoneum 
or pelvic viscera, apart from pregnancy. 

In another case that I watched carefully lately, I looked upon 
the bursting of an early tubal pregnancy as the most natural 
causation for the haematocele. 

In still another case, at present under my care in Ward XXVIII., 
there is presented a curious sequence of events. The patient does 
not appear to be at all a Susannah, so far as one can judge. Indeed, 
she is a good deal of a hospital bird, at one time patronizing 
Professor Simpson with her attentions, at another me. In the 
month of June last year she applied at the Infirmary for ad- 
mission. I examined her then, and found nothing materially 
wrong, and refused her admittance, making the observation, 
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which was written down at the time, that both ovaries could 
be felt and were both normal. 

Some time subsequently she again applied for advice, when I 
noted that in the situation of the right broad ligament, close to the 
uterus, there was a movable tumour which could be felt separate from 
the uterus, which was oblong in shape, and about the size of a hen's 
6gg* ^6 could not give the patient admission at this time for 
want of accommodation. 

In the month of August the same patient was recommended to 
Ward XXVIII. by Dr Barbour because of a well-marked hsematocele. 
For this she was treated in Ward XXVIII., and went out in Sep- 
tember well. It is important to note that for two months before 
the haematocele appeared the patient had not menstruated. The 
other day she applied and was re-admitted, complaining of some 
bladder irritation, which is her favourite complaint, though 
nothing pathological can be made out affecting that organ. 

I examined her again carefully, and found, in close relation to 
the uterus on its right side, a firm, hard nodule, smaller than 
the right ovary ought to be, and harder. Besides, it is closer to 
the uterus than the ovary ought to be. I did not feel the right 
ovary. The left is large and soft, but not tender. In the fold of 
Douglas there is observed a slight stringy deposit, the only remains 
of the recent haematocele. 

Now, from the history I almost think this woman had suffered 
from rupture of an early ovum in the right tube, of which the 
hardened tissue mentioned above is the remains. 

But be this as it may, I hold that Dr Freund's observations and 
my own experience combine in compelling me to the conclusion 
that extra-uterine pregnancy is more frequent than we ordinarily 
think and than is usually diagnosed. 

I leave to the other members of the Society the discussion of the 
many important points in regard to etiology, diagnosis, and treatment 
so ably brought forward by Dr Freund. I merely content myself 
with afOirming that his view as to the allantois being the element 
which conditions an irritation sufficient to develop a tissue corre- 
sponding to the maternal placenta is, of all the various explanations 
of the possibility of finding means of nutrition and position for 
an extra-uterine pregnancy, the most natural and convincing. 

I would also like to urge, with Mr Lawson Tait and others, 
that the treatment of extra-uterine pregnancy by abdominal 
section ought to be more thoroughly tested. At the same time, in 
abdominal cases, even when the pregnancy has advanced to full 
time or near it, I am inclined to agree with Litzmann when he 
says that experience indicates to us that our action ought mainly 
to be regulated with a view to saving the mother and not the 
child, as the children, even when carried to full time, are usually 
found to be so deformed and imperfectly developed as to be 
only seldom capable of being reared. 

D 
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In cases of abdominal pregnancy, therefore, it seems to me that 
the operation ought to be delayed, if that is possible, for many 
weeks, or even months, after the death of the foetus, so as to 
make certain that there is thrombosis of the placental vessels, 
and thereby avoid the occurrence of serious hsemorrliage from 
the placental site, which is the most important risk in the 
majority of such cases, when one has no uterine muscle to 
trust to for the arrestment of the bleeding. 



Professor Simpson referred to the frequency of extra-uterine 
foetation, as suggested by Freund's paper. He as well as 
others had recognised for a long time that many cases of 
hsematocele associated with one or two months' amenorrhoea 
were really extra-uterine fcetations. The tube gave way at this 
time, and the mischief followed. There is always a difl&culty in 
determining what is the true state of matters. The loss of blood, 
constitutional symptoms, and hsematocele all indicate the nature 
of the condition, but we cannot verify it by the use of the sound, 
and the actual cause may be doubtful. This uncertainty of diag- 
nosis does not, however, interfere with our treatment. In a case 
in Fife which he saw lately the collapse was so great as to render 
any interference out of the question, and this, along with the 
doubtful nature of the condition, keeps us back from any active 
operation. When the patient recovers there is seldom any chance 
of verifying the diagnosis, as the foetus is so young that it will 
either be absorbed or encysted. If the case is one occurring later 
in pregnancy, then the diagnosis is easier, as the bones may come 
away per rectum. A case he saw, in which the tumour felt was 
supposed to be a fibroid, has since proved to be an extra-uterine 
gestation, as the foetal parts have escaped in this manner. 
The history is not always clear. There may be a history of metritis 
or perimetritis, and normal menstrual interruption is not present to 
guide us. As to treatment, modem experience renders us bolder, 
but we must be guarded in laparotomy, as the results of many 
operations have shown. The best results are obtained when the 
placenta has shrivelled up. He had several times in his own 
experience seen fragments eliminated by rectum and vagina, in 
cases which had been under observation for a long time. Pro- 
fessor Simpson considered the most original part of Freund's 
paper that relating to the classification of the implantations of the 
placenta, especially that in relation to implantation on the in- 
testinal coils. 

Dr Hart had read Dr Freimd's paper with pleasure and profit 
He had himself seen but few cases. He had seen Dr Macdonald 
operate, and he certainly regarded it as a most unique case. At 
the time of the operation he did not think the woman had twelve 
hours to live. He guite agreed with all parts of Dr Macdonald's 
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procedure, and thought that with due precautions the operation, 
with similar indications, would be always justifiable. 

Dt David Smart had seen two cases of extra-uterine gestation, 
one of which he had failed to diagnose till he had seen it as a 
pathological specimen. The other, even after frequent careful 
examination, he had diagnosed as a subperitoneal fibroid. Four 
months after her dismissal from Professor Simpson's ward, the 
doctor wrote that he had removed from her rectum the bones of a 
foetus enclosed in a fibrous cyst. 

Dr David Wilson had seen two fatal cases last autumn. He 
hoped to show the preparations from both at next meeting. In 
the first, tubal pregnancy had been diagnosed, and treatment 
directed accordingly, but the patient died in a few hours. In the 
second case he was called to see the patient also after rupture had 
occurred, but the patient was moribund and died very soon. 
Laparotomy was considered in the first case, but negatived, as the 
patient was in such a condition of collapse that the loss of very 
little blood indeed would have certainly produced immediately 
fatal results. He congratulated Dr Macdonald on the successful 
result of his interesting case. 

Dr Barbour referred to a case of Dr Keith's in which an opera- 
tion was commenced for what was supposed to be a fibroid 
tumour of the uterus, and it was only after cutting into the sup- 
posed tumour that the section of a foetal Umb was seen. Dr 
Freund mentions in his paper twelve cases which ruptured at 
the fourth month, and this seems to go against Schrceder's view 
that tubal pregnancy may go on to full term. In two cases he 
diagnosed tubsd pregnancy in the early period, and at the fourth 
month rupture occurred and it fell into the pouch of Douglas. In 
the one case the foetus and placenta were expelled, and in three 
others it gave rise to haematocele. With regard to the tapping of 
early pregnancy recommended by Freund, Dr Barbour thought that 
there was some risk of setting up contractions and causing haema- 
tocele. He thought it better to wait until the sac becomes larger. 

Dr P. Young said that it seemed to him an unfortunate element 
in Dr Macdonald's case that the large faecal fistula which he de- 
scribed had occurred. He feared that it would ultimately lead to 
serious results, as in a case which he had seen, in which a loop of 
intestine had escaped through the uterus, and in which, after 
repair of the fistula which formed, the patient did very well as 
long as kept on milk diet. On returning home, however, she par- 
took of ordinary food, and was suddenly seized with violent abdo- 
minal pain, death resulting in two hours. He thought it quite pos- 
sible that Dr Macdonald's case was still liable to a similar accident. 

Dr Leith Napier, Dunbar, mentioned a case in which what 
seemed at first to be a cyst of the broad ligament had, during sub- 
sequent pregnancy, ruptured and proved to be an enormous abscess. 
At one time he was inclined to regard this as due to extra-uterine 
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foetation, but no evidences of a foetus were discovered in the dis- 
charges. The history of the case was most misleading. The 
patient was very gravely ill with frequently recurring peritonitic 
attacks for months, but eventually recovered. The abscess dis- 
charged both per rectum and per vaginam. The lessons to be de- 
rived were, that at times an expectant treatment was most wise, 
and that fistul» might possibly do better than Dr Young expected. 
Dr Macdonald, in replying, said that he hoped Dr Young's fore- 
boding of evil might prove illusory. The patient had had no bad 
symptom as yet, and had already had ordinary diet for some time. 
He felt that the very best thanks of the Society were due to the 
admirable paper which Professor Freund had sent, and for the 
extremely interesting account he had given of the cases recorded. 



Mbbtinq III. — January 9, 1884. 
Professor Alexander Russell Simpson, Prendmty in the Chair. 

Dr James Amott and Dr Thomas Proudfoot were admitted 
Fellows of the Society. 

I. Dr Barbour showed preparations and photographs of 
KYPHOTIC AND KYPHO-SCOLIOTIC PELVES. This series showed that 
the increase in the conjugate of the brim was a constant factor, 
and bore a definite relation to the seat of the kyphosis. The con- 
traction in the transverse diameter of the outlet was not always 
present, and was not related in its development to the situation 
of the kyphosis. The unilateral contraction in kypho-scoliosis 
was not always in the same side as the lumbar curve, but on that 
side on which the greater weight of the trunk fell. 

II. Dr Milne Murray showed for Dr Haig Brodie of Famham 
the HEART OF A CHILD, with perforate septum ventriculorum. The 
child had been bom at the eighth month, and was somewhat 
feeble, but lived till the fifth day, when it suddenly expired in the 
nurse's arms, without any struggle. 

III. NOTES ON LABOUR IN CENTRAL AFRICA. 

By Robert W. Felkin, F.RS.E., F.R.G.S., Member of the Anthropological 
Institute of Great Britain and Ireland ; Corresponding Fellow of the Berlin 
Anthropological Society, etc. 

The subject which I have been requested to bring before you 
this evening is one of some novelty, and one which I trust may 
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prove of interest ; but before entering upon it I wish to make a few 
remarks to prevent misconception. 

The facts which I shall present to you were observed during two 
journeys I made in Africa. The first journey, in 1878-80, was to 
Central Africa and back ; the second, in 1880-81, was all round 
Africa, but in connexion with the latter I have only notes of what 
I witnessed on the east coast. It is right, also, to remark that I 
did not go as a fully qualified medical man, having only studied 
medicine for two years previous to my journeys, nor did I go as a 
scientific explorer ; therefore there are many points in my notes 
which would have been more fully observed had I had the 
requisite training, and many others which, if ample time and 
opportunity had been at my disposal, would have been better 
investigated, and doubtless would have made my work of greater 
scientific value. All I have to offer you is a series of notes 
jotted down during my travels, amidst many inconveniences, and 
necessarily curtailed by the speed with which I travelled and the 
main objects of my journey. 

You may be interested to know what led me to take an especial 
interest in the position which women occupy during labour in the 
various Central African tribes. One evening, after a long day's march 
of some 25 miles through swamp and jungle, I was smoking my pipe 
before a good fire in the near proximity of a native village in the 
Bari district. My porters all lay around me ; and as they had had 
an unusually heavy day's tramp, the camp, for an African one, 
was very quiet. Presently, however, tom-toms were beaten in 
the village, the sound of which produced not a little commotion. 
As I lay wondering what was the matter, my dragoman (who, I 
suspect, had been enjoying a little flirtation in the village) came 
and asked me if I should like to see a woman cut open. My 
curiosity was aroused^ and I went with him. As we traversed the 
two or three hundred yards which intervened between us and the 
centre of the village, he told me that a woman who had been in 
labour for two (?) days had been given up by the women and turned 
over to the men ; or, in other words, as the women had failed to 
deliver her, the men, according to custom, were going to cut the 
child out. Arriving before the hut, we found it surrounded by a 
small crowd of men and women, the former vigorously beating 
tom-toms, .the latter uttering loud, piercing cries. A word or two 
from my guide gained for me an entrance ; and, stooping down, I 
crawled through a low doorway into the hut, and by the dim light 
of the fire I saw two women sitting on the floor back to back. 
Their arms were interlaced (see Fig. 1), and the one facing me, who 
was evidently the parturient woman, had her legs slightly flexed 
and drawn up. She exhibited signs of extreme exhaustion, and 
her tongue protruded from between her gums, for her upper and 
lower incisors had been removed at puberty, as is the very general 
custom in Central Africa. 



30 NOTES ON LABOUR IN CENTRAL AFRICA, 

We had evidently arrived only just in time, for in one comer of 
the hut a grass bed was being prepared by two women, while an 
elderly man, whose dress proclaimed him to be a magician, was 
engaged in sharpening an ugly-looking knife. Anxious, if possible, 
to save the woman's life, I requested permission to examine her. 
This was strongly objected to on the part of her friends, she herself 
being too unconscious to have any say in the matter. However, 
after the promise of some cloth and beads, they permitted me to 
do as I wanted, and I found a simple case of uterine inertia. 
After carefully considering the case, I made up my mind that it 
was possible to deliver the woman; and after many difficulties, 
which I need not detail, I persuaded the people to allow me to 
operate, and sent for my forceps. While these were being fetched 
the people insisted upon the woman being taken out of the hut. 
A large bonfire was hastily constructed, and a crowd of natives 
pressed round to see the " white man's medicine." I must confess 
that I was not a little nervous at having to perform before such an 
audience ; but all went well, and I had the satisfaction of bringing 
a very fine boy into the world, at which the natives were not a 
little astonished. Six or seven months afterwards I had the 
pleasure of seeing the woman and her boy again, both in good 
health. Noticing the extraordinary position in which I found this 
woman, I inquired if it were the usual way in which women were 
delivered in that tribe, and was told that it was, their female 
friends taking it in turns to assist. 

This episode made me curious to find out what various positions 
were occupied by women when in labour among the different 
tribes with whom I came in contact ; and after this, whenever it 
was possible, I made inquiries upon the subject, the results of 
which I will now proceed to lay before you. I may perhaps here 
mention that usually children are not peimitted to be present 
during labours ; but the rules as far as adults are concerned vary 
very widely in different tribes ; in some men and women alike are 
present, in others men are absolutely excluded. But I think that 
it is just to the natives to state that, as a rule, they conduct their 
labours in seclusion. The more naked the tribe, the more decent is 
the behaviour of the people; and nowhere have I seen greater 
indecency than in Uganda, where it is death for an adult to be 
seen naked in the streets, but when in the huts all the members of 
the harem are perfectly nude, save perhaps a circle of beads round 
the waist, and where the most disgusting dances and customs 
obtain. Many a time I have been denied admission during a 
labour ; but I must confess that not unfrequently I have gone by 
stealth and acted " peeping Tom," but I hope with better motives 
than his. At other times it was only by presents and my reputa- 
tion as " hakim " that I overcame the aversion to my presence. I 
failed completely in all endeavours to see Arab women in labour, 
but I believe they use the old obstetric chair with a sloping back. 
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In the Madi district, as soon as a woman thinks that she is near 
the time of her delivery she abstains from meat, but eats a good 
deal of vegetable food. She gets a neighbour to help her to clean 
out her hut, sends her children, should she have any, to a friend, 
and when labour commences she walks round her hut while her 
friends place a deep layer of dry sand a short distance from her 
door. Sometimes two good-sized stakes are driven into the ground 
about two and a half feet apart, and the sand slopes down to them. 
The woman sits down on a skin placed upon the sand, places her 
feet against the stakes, and clasps her legs with her hands, her arms 
being inside her knees. Her friends take it by turns to support 
her back (see Fig. 2), and at times aid her by pressing or rubbing 
her abdomen. Another friend squats down before her to receive 
the child as soon as born. The sand, of course, moulds itself to 
the woman's body, and, being well pressed down in front, might 
almost be said to support the perineum. Sometimes, instead of a 
woman supporting the back, a firm mound of sand is made to do 
so (see Fig. 3). This latter custom also obtains in the Kadj 
country. A fire is kept burning in the hut, and a very thin 
porridge of millet-seed is given the woman at short intervals. 
She keeps very quiet, and often never moves from her first position 
until after the child is born. Her friends keep up a low chant all 
the time, and do all they can to encourage her. The cord is cut, 
at about four inches from the child's body, by a stone knife, as a 
rule, but sometimes it is bitten. Should it bleed, the woman who 
has charge of it takes the cord in her mouth and squeezes it 
between her teeth till all haemorrhage ceases : they never tie the 
cord.^ The placenta is buried outside the hut, that of boys on one 
side, and that of girls on the other.^ When delivery of the 
placenta is over, the mother is moved to the side of the fire, where 
she lies down on a bed of grass covered with skins. The vemix 
caseosa is removed from the newly-born child by gentle rubbing, 
and then the child is smeared with oil and wrapped in a soft skin; 
after which it is shown to the father and friends outside the hut, 
and in about an hour after birth it is put to the breast. I may 
perhaps mention here that in nearly all the African tribes that I 
visited the custom obtains of drawing out the nipples for some days 
before the expected birth of the first child: that this is needed Fig. 
4 will show.* In three or four days after delivery the mother goes 
about her usual Qccupations. On her first appearance she sits for a 
whole day in front of her hut, receiving the congratulations of her 
friends. She is not permitted to eat meat for a week or rather 
more after her confinement. She suckles her child for two years, 
and for about six months after its birth has no connexion with 
her husband. 

1 This applies to all districts alike. ^ Tliis is the case in Uganda likewise. 
3 This figure is from a photograph taken on the spot by Herr B. Buchta of 
Munich. 
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In this part of the country the women sometimes bring forth 
their children when on the march, and then continue marching ; 
but this is by no means of frequent occurrence, and is guarded 
against as much as possible. I have known it happen on two or 
three occasions, but the result in one case was fatal to the mother : 
violent haemorrhage occurred after she arrived in camp, and she 
died very rapidly. As far as I know, labours are by no means so 
very easy in this part of the world, and are certainly not the pain- 
less, pleasurable affairs which some writers would have us 
believe. When a hard labour occurs and a woman remains a 
very long time undelivered, the aid of a man is called in. He, 
however, uses no instruments ; and should he fail, which, I was 
informed, hardly ever happens, mother and child perish, for abdo- 
minal section is not in vogue here. I was unable to ascertain 
what means the man employs to assist delivery. 

Figure No. 5 shows how a woman who had remained a long 
time in labour was assisted by a man at Kerrie, on the White 
Nile. As will be seen from the picture, two stakes are driven 
into the ground just inside the door of the hut. The woman sits 
on an inverted bowl placed in the doorway, her feet being firmly 
placed against the stakes, and holding the side-posts of the door with 
her hands. A broad fold of bark cloth is placed round her abdomen. 
A man lies down on the ground at a convenient distance behind 
her, places his feet so as to fix the bony pelvis, and makes inter- 
mittent traction on the cloth. A female friend sits in front of 
the woman to receive the child; she has been left out in the 
drawing, and part of the hut wall has been taken away to allow 
the position of the woman to be better seen. In this district 
the semi-erect posture is the one usually occupied by parturient 
women. 

Here, too. another custom is prevalent, which is illustrated in 
Fig. 6. A hole is dug in the ground, in which a fire is lit ; on this 
fire a pot is placed, containing a decoction of herbs : the woman 
squats over this, and allows the steam to moisten and soften 
the passages. It is held in great repute for making labours 
easier.^ 

I may here mention that a like plan, other plants being used, is 
very generally adopted by Arab women, and natives married to 
Arabs, before coitus. It is said to contract the parts and cause 
great desire. Whether the Arab women have learnt this practice 
from the natives, or vice versa, I am unable to state. 

Figure 7 represents the position occupied by the women 
in the Mom district As will be noticed, they go in largely for 
stimulants. A jar of native beer, made of millet-seed, is placed 
beside them, into which a drinking-tube is inserted, the neck of 
the jar being filled up with leaves. The woman can thus suck at 

^ I do not know the plants used. I had samples of them as well as others 
mentioned elsewhere, but they all got lost or spoilt en route. 
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her ease, and by the time the child is bom she is generally in a 
"happy condition." The bed on which the woman lies is very 
well constructed of dried grass cut into lengths, and each layer 
occupies a diflferent direction. At the top a mat is placed, on 
which the woman reclines, placing her feet against the side of 
the hut. 

In the Bongo district an altogether different custom prevails. 
A branch of a tree is laid horizontally between two other trees, 
so that a woman can just grasp it firmly (see Fig. 8). In the 
intervals between the pains she walks up and down at a slow 
pace ; as soon as a pain comes on, she seizes the branch with her 
hands, places her feet apart, and then bears down. A friend squats 
before her to prevent the child falling to the ground. From the 
way in which the branch is fastened to the trees, it would seem 
that this arrangement is a pretty permanent one. It is also the 
custom here for both mother and child to have a bath as soon as 
delivery is well over. A troop of friends, singing and uttering 
loud joyful cries, accompany the woman into the water. The 
placenta is carried by a woman, who dances in front of the party, 
and it is thrown into the stream as far off as possible. 

A somewhat similar custom is in vogue in the Longo tribe, but 
here a slanting pole is used ; one end rests upon the ground, the 
other against the forked branch of a tree. Figure 9 shows the 
position of the woman and her attendant, but here the patient 
does not walk about. Figure 10 is from the same place. In 
cases of lingering labour or retained placenta they knead the 
abdomen. During the operation the woman occupies the recum- 
bent position, her friend kneeling beside her. In this part of the 
country, as also in Unyoro and Uganda, I had great difiSculty in 
seeing the women when in labour ; their friends much objected to 
it, and often presents of cloth would not prevail on them to permit 
my being present. 

In Unyoro most of the women are deUvered in a squatting 
position. Fig. 11 depicts this. A stake is driven firmly into the 
ground ; the woman walks round it in a circle until the commence- 
ment of each pain, when she squats down, supporting herself by 
the stake. Should the placenta not come away readily, they 
appear to have the invariable practice of pressing or kneading the 
abdomen with a broad-ended pole. This pole is cut a convenient 
length, and, placing one end on the ground, the woman presses the 
other against her abdomen ; then, swaying her body gently back- 
wards and forwards, she makes a rhythmical pressure on the fundus 
uteri. This is represented in Fig. 12. 

In many of the Schuli villages they have what one might call 
an "obstetric chair," which is shown in Fig. 13. A log of 
wood is placed close to the trunk of a tree : this forms the seat, and 
a little grass is placed upon it, covered with a skin. Its height is 
about 3 J feet from the ground. About 2 feet in front of this log, 
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and some 2 feet from one another, two stakes are driven into 
the ground, each stake having a notch about IJ feet from the 
ground. The parturient woman sits upon the log, places her feet 
in the notches on the stakes, and clasps with her hands the upper 
part of the wood. After once taking her seat, she rarely leaves it 
till after the birth of the child. 

Figure 14 represents a woman in the same district who had 
a lingering labour, said to be caused by the rigidity of the external 
passages. In this case, as in one before mentioned (see Fig. 6), 
a hole was dug in the ground, a fire lit in it, upon which herbs were 
thrown, emitting a dense vapour. It will be noticed that in this 
picture the woman's chest rests on a log of wood. I was told that 
occasionally women are delivered in this position. 

Figure 15 represents a labour scene in the Wakamba district, 
East Africa, where the women assume a semi-erect posture, being 
supported by the legs and arms of two assistants. Here and in 
the Waniki tribe women are at times cupped when in labour. The 
rough knives used, and cupping-glasses made of cows' horns, are 
very curious.^ 

Figure 16 shows a common method of delivery on the east 
coast, as also in Darfour, Central Africa, where the women simply 
lean against the wall of their huts, geuerally outside, as the huts 
are in many cases not high enough for that position to be assumed 
inside. Where only very low huts are built, a tree is used as a 
support. 

In Uganda the natives possess beds (called kitanda), a rough 
framework of wood laced with cowhide. The women are, as a rule, 
delivered on their backs, the foot of the bed being placed near to 
the wall of the hut, so that the woman can rest her feet against it. 
f So far as I know, Uganda is the only country in Central Africa 
where abdominal section is practised with the hope of saving both 
mother and child. The operation is performed by men, and is some- 
times successful ; at any rate, one case came under my observation in 
which both survived. The knife used is represented in Fig. 19.* It 
was performed in 1879 at Kahura. The patient was a fine healthy- 
looking young woman of about twenty years of age. This was her 
first pregnancy. I was not permitted to examine her, and only 
entered the hut just as the operation was about to begin. The woman 
lay upon an inclined bed, the head of which was placed against the 
side of the hut. She was liberally supplied with banana wine, and 
was in a state of semi-intoxication. She was perfectly naked A 
band of mbugu or bark cloth fastened her thorax to the bed, another 
band of cloth fastened down her thighs, and a man held her ankles. 
Another man, standing on her right side, steadied her abdomen 

1 These were produced at the meeting. 

2 The knives, mats, tom-toms, drinking tube, etc., mentioned in various 
parts of this paper, were all shown at the meeting, but drawings could not be 
made of so many articles. 
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(see Fig. 17). The operator stood, as I entered the hut, on her 
left side, holding his knife aloft with his right hand, and muttering 
an incantation. This being done, he washed his hands and the 
patient's abdomen, first with banana wine and then with water. 
Then, having uttered a shrill cry, which was taken up by a small 
crowd assembled outside the hut, he proceeded to make a rapid cut 
in the middle line, commencing a little above the pubes, and ending 
just below the umbilicus. The whole abdominal wall and part of 
the uterine wall were severed by this incision, and the liquor amnii 
escaped; a few bleeding-points in the abdominal wall were touched 
with a red-hot iron by an assistant. The operator next rapidly 
finished the incision in the uterine wall; his assistant held the 
abdominal walls apart with both hands, and as soon as the uterine 
wall was divided he hooked it up also with two fingers. The 
child was next rapidly removed, and given to another assistant 
after the cord had been cut, and then the operator, dropping 
his .knife, seized the contracting uterus with both hands and gave 
it a squeeze or two. He next put his right hand into the uterine 
cavity through the incision, and with two or three fingers dilated 
the cervix uteri from within outwards. He then cleared the 
uterus of clots and the placenta, which had by this time iDCCome 
detached, removing it through the abdominal wound. His assis- 
tant endeavoured, but not very successfully, to prevent the escape 
of the intestines through the wound. The red-hot iron was next 
used to check some further haemorrhage from the abdominal 
wound, but I noticed that it was very sparingly applied. All 
this time the chief "surgeon" was keeping up firm pressure 
on the uterus, which he continued to do till it was firmly con- 
tracted. No sutures were put into the uterine wall. The 
assistant who had held the abdominal walls now slipped his 
hands to each extremity of the wound, and a porous grass mat 
was placed over the wound and secured there. The bands which 
fastened the woman down were cut, and she was gently turned 
to the edge of the bed, and then over into the arms of assis- 
tants, so that the fluid in the abdominal cavity could drain away 
on to the floor. She was then replaced in her former position, 
and the mat having been removed, the edges of the wound, i.e., the 
peritoneum, were brought into close apposition, seven thin iron 
spikes, well pohshed, like acupressure needles, being used for the 
purpose, and fastened by string made from bark cloth (see Fig. 
18\ A paste prepared by chewing two different roots and 
spitting the pulp into a bowl was then thickly plastered over the 
wound, a banana leaf warmed over the fire being placed on the 
top of that, and, finally, a firm bandage of mbugu cloth completed 
the operation. 

Until the pins were placed in position the patient had uttered 
no cry, and an hour after the operation she appeared to be quite 
comfortable. Her temperature, as far as I know, never rose above 
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99°*6 F., except on the second night after the operation, when it 
was 101° F., her pulse being 108.^ 

The child was placed to the breast two hours after the operation, 
but for ten days the woman had a very scanty supply of milk, and 
the child was mostly suckled by a friend. The wound was dressed 
on the third morning, and one pin was then removed. Three more 
were removed on the fifth dav, and the rest on the sixth. At each 
dressing fresh pulp was applied, and a little pus which had formed 
was removed by a sponge formed of pulp. A firm bandage was 
applied after each dressing. Eleven days after the operation the 
wound was entirely healed, and the woman seemed quite com- 
fortable. The uterine discharge was healthy. This was all I saw 
of the case,, as I left on the eleventh day. The child had a slight 
wound on the right shoulder ; this was dressed with pulp, and 
V healed in four days. 

In the Wanika tribe, on the east coast of Africa, two means of 
causing the expulsion of a retained placenta are employed. In 
the first place, the woman is placed on her back, and a stream of 
water is allowed to fall on her abdomen from a height. If this be 
not successful, she is placed on her hands and knees (see Fig. 20), a 
cloth is tied round her abdomen, a stick is put through it and twisted, 
so as to tighten the band, intermittent pressure only being made. 

Figure 21 shows the method employed in Darfour for the 
same purpose. There, however, the woman lies on the ground, 
and a band is placed across the abdomen ; a woman stands on each 
side, holding an end of the cloth in her hands, and pressing down 
the bandage with one foot. 

In 'the Nyam-Nyam tribe (cannibals) the women are delivered, 
if possible, near running water. The parturient woman, accompanied 
by her friends, goes to a secluded spot near a stream. She sits on 
a log of wood, her friends meanwhile beating tom-toms or blowing 
horns. As soon as the child is born the cord is bitten, and the 
child is taken and washed in the stream. After delivery of the 
placenta the woman also has a bath. Fig. 22 shows a group I 
came upon one day when out in search of a dinner. 



Professor Simpson, in the name of the Society, thanked Mr 
Felkin for his paper, which he said would form one of the most 
important contributions to the Transactions which had been made 
for a long time. The paper contained many points of great 
interest, and would enrich the literature of the subject, which had 
been laboriously studied by such men as Ploss, Engelmann, and 
others. Observations such as those just described would have been 
of the very highest value to these writers. It was very interesting 

1 The temperature of Europeans in Africa is about V higher than in Europe, 
hut the temperature of natives is less than that of Europeans. I made man^ 
observations to prove this. See Ugcmda and (he Egyptian Soudan^ vol. ii. 
page 340, for a table of 59 temperatures. 
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to note that many of the customs described were evidently 
indigenous, while others, such as the employment of fumigations 
to relax the passages, were probably derived from the Arab 
physicians, who had given elaborate instructions as to their 
employment in certain cases, as well as directions for the selection 
of the special herbs to be used in dififerent circumstances. The 
application of bandages seemed very sensible, and their use had 
been recommended from time to time as increasing the energy of 
and stimulating expulsive efforts. One of the bandages described 
reminded us of that suggested by Dr Protheroe Smith. Moreover, 
some of the positions described favoured in a high degree the 
efficiency of the accessory powers of parturition. The account of 
the mode of dividing the cord was also very interesting. The 
accidents and difficulties described as so frequently occurring 
amongst such primitive peoples proved that labour among the 
black races was not the safe and easy process it was sometimes 
supposed to be, and seemed to him to be a further argument for 
the necessity of skilled assistance being always at hand under all 
circumstances of labour. He had in his possession a small cupping- 
horn which had been in use thirty or forty years ago in Shetland, 
precisely similar to that brought by Mr Felkin from the interior 
of Africa. The only difference was that the Shetlanders used the 
horn of a cow or a sheep instead of the horn of a rhinoceros. 

Br Craig asked whether Mr Felkin could give any account of 
the species of the herbs employed in the fumigations. 

Dr Halliday Groom felt much interested in the successful case of 
gastrotomy recorded. He would like to know whether the operator 
dilated the os uteri and compressed the uterus in the abdomen. 

Mr Bonnar read the following extract from a letter received 
from Dr Bonnar, who is in practice in South Africa : — " It is very 
seldom that a white man has an opportunity of being present at a 
labour case amongst the Kafirs, and I have often wondered how 
the stages of labour, especially the third, were managed by the 
native nurses — for they have women set apart for that business. 
One day I was requested by the magistrate of Umvoti county to 
go and see a native woman who had been four days in labour. 
She was a primipara, young, plump, and healthy. Presentation 
was natural, and expulsive eflbrts strong, but the head was caught 
at the outlet, and I had to deliver by short forceps. I waited to 
see how the rest of the affair was to be managed. In a few 
minutes the patient was caught by the nurse by the armpits and 
wheeled into the centre of the hut, and made to sit half upright, 
with her legs apart and stretched out before her, her back being 
propped up by leaning against the centre-pole of the hut. The 
nurse then placed herself behind her, doubled up her fists, and, 
encircling the patient with her arms, she dug her clenched fists 
with all her might deep into the patient's hypogastrium, then, with 
all her weight, slowly and regularly made her fists swoop down to 
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the symphysis pubis, and on the third repetition of the process 
the placenta came forth. No haemorrhage, and no further trouble 
taken. The woman was about next day." 

Dr Amott had seen the dances referred to at Zulla, in Abyssinia, 
and these had always a lascivious or sexual meaning. Syphilis was 
very prevalent in many Abyssinian districts, and he had seen a 
native princess carried into camp at Antalo to be treated for this 
disease. He had heard of young girls with their genitals sewn up, 
as described by his brother-oflScer Dr Blanc, one of the prisoners, 
and it was the custom for the husband, on the nuptial night, to 
cut an opening with a sharp ring provided for the purpose if 
natural means were insufficient. Many of the Indian customs 
are quite similar to those described by Mr Felkin, and many of 
them are derived from religious or sanitary laws. Thus a Parsee 
woman, when menstruating, is only permitted to sit on stone or 
iron, and never on wood, the last being more difficult to cleanse. 
When a Parsee woman went into labour, and was attended by 
the native women, the latter arranged a semicircle of stones 
fitted together against one side of the room, within which an 
iron bed was placed for the mother and another for the child, and 
no one but the midwife was permitted to go inside the semicircle. 
The patient remained here for forty days, and then had a bath and 
resumed her ordinary duties. In native practice there was much 
need for educated mid wives. Lately he had read a case in which a 
magician was called in to attend a woman in a lingering labour, 
and he commenced by beating her with sticks on the abdomen for 
the purpose of " expelling the devil." This is a common super- 
stition. The natives employ strong stimulating remedies, such as 
pepper, in the treatment of inertia. These they introduce into the 
vagina. Similar applications are employed to excite menstruation, 
and he once found some copper coins in the vagina. Again, the mid- 
wives often employ great force, and it is not uncommon for them to 
pull the body away from the head, leaving the latter in utero, in foot- 
ling cases. The cupping horn is largely employed in India, and the 
plantain leaf is a favourite dressing. Curiously, the castor-oil leaf 
is used in India to stop the secretion of milk, not to promote it. 
The natives are very much afraid of the influence of the wind on 
women in labour, and on this account carefully close all the 
windows and doors of the lying-in room. This may have arisen from 
the dread of tetanus, which is very common at certain seasons, 
and which they associate with the wind. 

Dr William Taylor rose to propose a hearty vote of thanks to 
Mr Felkin for his kindness in bringing this subject before the 
Society, and for the elaborate and able way in which he had done 
it. He had listened with great pleasure to Mr Felkin's paper. 
He regarded it as highly instructive, not only on its own merits, 
but also as having given rise to a valuable discussion. He himself 
was especially interested in the description of drainage employed in 
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the Oaesarean operation. He had been much impressed with the care 
taken to avoid risk from menstruation. He himself believed that he 
could trace certain cases of puerperal fever to want of proper cleanli- 
ness on the part of the nurse, who happened to be menstruating at the 
time. The laws relating to polygamy were also very remarkable, and 
not less so the definite way in which they seem to be carried out. 

Mr FelHn, replying to Dr Craig, said that specimens of all the 
plants mentioned in his paper as employed in the medical practice 
of the various tribes had been collected, but that, unfortunately, 
they had been accidentally damaged to such an extent as to render 
them useless for examination and classification. In reply to Dr 
Croom, he stated that the operator had first dilated the os from 
within the uterus, then removed the clots and placenta. He then 
compressed the uterus in the abdomen until it had firmly contracted, 
and had emptied the abdomen of what fluid had escaped by 
turning the patient into a semi-prone position on the edge of the 
couch. In conclusion, he thanked the Society for the way in which 
they had received his paper. 



Meeting IV.— February 13, 1884. 
Dr J. CoNNBL, President, in the Chair, 

I. UTERINE DISPLACEMENTS, AND THEIR TREATMENT 
BY MEANS OF MEDICATED TAMPONS. 

By Robert Bell, M.D., Physician to the Glasgow Institution for Diseases of 

Women. 

Although versions and flexions of the womb may in a few 
exceptional cases exist without producing very urgent symptoms, 
and though these displacements do not endanger life, they as a 
rule cause so much discomfort and give rise to such a variety of 
reflex symptoms and painful sequelae that we cannot but look 
upon them, in consequence of their frequent occurrence, as one of 
the most prolific factors in the production of intense suflering in 
women. If, therefore, any mode of treatment has been found 
of service in reducing, in however small a degree, the train of 
painful concomitants of these affections, it is a duty one owes to 
his fellows to make his results known, and endeavour to obtain 
an independent trial of his method by unbiassed observers. This, 
then, must be my apology for occupying your valuable time this 
evening. 

When, however, I speak of the treatment of these displace- 
ments by means of medicated tampons, it is not to be sup- 
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posed for a moment that I do not value, and that most highly, 
the various mechanical supports that have been devised by so 
many ingenious and eminent members of the profession, and 
which appliances have proved of such immense service in the 
treatment of the affections under discussion. There are, how- 
ever, certain conditions of the uterus where the introduction of 
a pessary would produce much more pain and a more serious 
array of symptoms than the malposition, if left alone, would tend 
to do, and it is in such circumstances that the tampon, in my ex- 
perience, has proved of such eminent service. Since I had 
the honour of addressing this Society on the same subject 
about two years ago, I must admit I have had reason to 
modify my views very considerably. At the same time, it must 
be confessed I have now, after a very extensive experience of this 
method of treatment, even greater confidence in its eflBcacy in 
properly selected cases than I had then. When we remember that 
flexions, and retroflexions in particular, have proved in the most 
experienced of hands so intractable, when we have such an 
eminent authority as Schroeder give as his opinion,, when speaking 
of flexions, that " of all these troubles retroflexions are the most 
disagreeable, for, once actually present, they almost never dis- 
appear spontaneously, and obstinately defy treatment," does it 
not behove us to look for some eflectual plan ? But this is not 
Schroeder's view alone. His conclusions are homologated by many 
others whose opinions are of equal value with his. If, then, it can 
be demonstrated that another mode of treatment, though it has the 
disadvantage of entailing a very considerably greater amount of 
trouble than the application of a pessary necessitates, has been 
the means of effecting a cure where the pessary has failed to give 
relief, it surely is not unreasonable to ask that this method should 
have a more extended trial, and its merits or demerits be freely 
discussed. 

Before entering on a description of this plan of treatment, it 
will perhaps be advisable to travel over somewhat familiar 
ground and glance at some of the symptoms induced by the 
various displacements of the organ. This, however, will not, I 
trust, be time wasted, as so many of the pathological conditions 
induced by the flexion are not so thoroughly relieved when 
the pause is removed by the application of a pessary as when 
the uterus is supported by the tampon. This will be obvious 
when we recognise the fact that the tampon acts also as a 
depleting agent. We are all familiar with the great power 
glycerine exerts in abstracting fluid from an oedematous tissue; 
but it may not be equally weU known that this power is very 
much enhanced when the glycerine contains alum in solution. 
Moreover, the presence of alum, by virtue of its astringent 
properties, gives tone to the vaginal wall and the uterine wall 
and supports. The tampon, therefore, when saturated with 
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a solution of this salt in glycerine, and properly applied in 
flexions or versions, acts in three different and beneficial 
ways — 1st, as a support; 2nd, as a depleting agent; and 3rd, 
as an invigorating agent to the uterus and vagina. If we 
take a typical case of retroflexion and observe the objective 
symptoms only, what do we find on making a digital exa* 
mination per vaginam ? If the displacement has existed for some 
little time, the uterus as a whole will be found enlarged and 
flabby. This, of course, may be partly ascribed, in one who has 
borne children, to subinvolution of the organ ; but that it is not 
always due entirely to this fact is evidenced by this hypertrophy 
occuning in nulliparae who are subjects of retroflexion. The 
OS and uterine canal will be gaping and patent throughout, and 
from it will ooze a continuous stream of acrid, muco-purulent dis- 
charge, often so irritating in its nature as to induce vaginitis. 
The vaginal portion of the cervix is excoriated, and its mucous mem- 
brane bulges out, producing ectropion. The uterus, but more 
especially the retroposed fundus, is acutely sensitive to touch, 
and there is frequently hyperaesthesia of one or both ovaries. 
Now it is quite evident that all these symptoms are not due to the 
mere fact of the organ being retroflexed, but to the effects of the 
altered relations of the fundus and body to the cervix, and the 
consequent traction upon the uterine ligaments and thus upon 
the bloodvessels, but more especially upon the veins. The 
hypertrophied organ, if complete rest is not enjoined, may by 
degrees become more and more prolapsed till at length the flexion 
will be cured at the expense of a procidentia We will 
not, however, follow the progress of the malposition so far as 
this, but study it only as a retroflexion. By degrees, of 
course, the circulation will accommodate itself to the altered 
circumstances, and the acute stage gi*adually give place to the 
chronic, when sensitiveness to touch will in like ratio diminish. 
Tet the general symptoms of distress do not disappear as a coin- 
cidence, nor have the difficulties of treatment been removed. I 
have seen, in a considerable number of instances where a retro- 
flexion has been suddenly produced by a fall — very frequently on 
the ice — most obstinate metrorrhagia induced. In these cases, 
however, it was noteworthy to observe that the train of acute 
symptoms did not present themselves, as congestion was naturally 
absent. Yet what, to my mind, is an important factor of inflam- 
mation of the uterus in every case of retroflexion was present, viz., 
the checking of the venous return-flow by compi*ession of the 
walls of the vessels at the point of flexion. 

By virtue of the tubular and elastic construction of the arteries 
the circulation in these is not much interfered with at first, and 
so the blood is constantly pumped into the uterine tissues in larger 
quantities than it can be carried away by the veins, in consequence 
of their flaccid walls being unable to resist the compression exerted 
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upon them at the seat of flexion. These frequently give way, and 
then we have metrorrhagia, or, if they do not rupture, congestion 
supervenes. That this is due to the interference with the venous cir- 
culation is proved by the fact that if the uterus is immediately replaced 
and retained in its normal position the haemorrhage will speedily 
cease and the natural order of things be soon re-established. This 
compression, when haemorrhage is not induced, further reflects 
an influence on the ovaries, in consequence of the ovarian veins 
having to do duty for the uterine vessels. These are constantly- 
surcharged, and congestion of the ovaries may result In this way 
we can account for neurasthenia of the ovaries in subjects of 
metritis and endometritis, which neurasthenia entirely disappears 
when the inflammatory condition of the uterine tissue is removed 
by proper treatment, thereby demonstrating that the congestion of 
the one is entirely dependent on that of the other, and that the 
oophoritis is, as it were, a prolongation of the metritis through the 
medium of the ovarian veins. When we consider these veins are 
devoid of valves, this is rendered still more palpable. If this is 
the correct explanation of the congested state of the organ and its 
lining membrane in retroflexion, it also explains the modus oper- 
andi in the production of the general hypertrophy which rapidly 
becomes a part of the disease, and aids largely in making the 
retroflexion more and more acute. True, the copious secretion of 
muco-purulent matter in some degree relieves the overloaded tissues, 
but it does not ease the pathological condition ; on the contrary, 
it becomes a serious symptom of the disorder. On the other hand, 
the monorrhagia which usually takes the place of the normal 
menstrual flow gives temporary relief to the local symptoms, but 
at the expense of the general health, and thus in the long run 
seriously reacts — by reducing the vitality of the patient — upon the 
already enfeebled womb. 

It will be obvious, then, if we can, while taking advantage of 
the depleting power which glycerine is known to possess, at the 
same time augment its power in that respect by the addition of an 
agent which will simultaneously, by its styptic powers, reduce the 
arterial supply, and by its astringent properties induce contraction 
of the uterine muscular fibres, and thus naturally assist in the 
expulsion of the venous blood, — I say it will be obvious that we 
will to a very. considerable extent counteract the evil effects of 
the malposition. Now, alum is endowed with these powers in a 
most marked degree. It has the further advantage — and it is no 
inconsiderable one, I can assure you — ^that it does not stain the un- 
derclothing of the patient, like some other astringents. It is still, 
further to be recommended because of its eflFect on the catarrhal 
discharge, which it coagulates, and consequently prevents its de- 
composition. By this effect it destroys the irritating properties 
of the discharge. Under its employment by means of the tampon, 
as a result of this property, I believe, papillary ulcerations 
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rapidly disappear and hypertrophy of the cervix subsides. In 
simple endocervicitis, which, I am of opinion, in a great number 
of instances, if not actually induced, is at least rendered chronic 
by decomposition of the natural secretions, it proves of immense 
benefit. If to the therapeutic properties which the medicated 
tampon possesses we add its ability to act as a support, when pro- 
perly applied, to the dislocated fundus, and, moreover, that it can 
be gradually made to exert an increasingly greater amount of 
power as the hyperaesthesia of the uterus becomes reduced, it must 
be acknowledged that it can be employed as a pessary when the 
ordinary vaginal pessary would be a most dangerous instrument 
to insert The tampon forms a bed for the dependent fimdus to 
rest upon, and it is easily moulded to suit the exigencies of the 
case. Each successive tampon by degrees elevates the fundus 
until it is made to occupy its normal position, while simultaneously 
the hypertrophy and congestion are being removed by the thera- 
peutic properties of the medicaments with which the tampon is 
saturated. When the normal position of the uterus has been 
re-established, it is retained there either by a continuation of 
the treatment for a little time, or, if it is thought more advisable, 
by the application of a well-fitting vaginal pessary. It not unfre- 
quently, however, has happened in my experience that the tampon 
has accomplished all that could be desired, a complete recovery 
having been the result, and this often when a pessary has been 
worn for years without aflfording relief. In like manner, when 
prolapsus is present, especially when due, as it frequently is, to a 
greater strain being thrown upon the uterine ligaments and vaginal 
wall by the constant dragging of a subinvoluted organ, we observe 
the immense benefit derived from this tampon. It matters not 
whether the hypertrophy, as in subinvolution, is the primary 
cause, or whether it is secondary to the prolapsus, which we know 
often is the case, — I say it matters not how the prolapsus has been 
produced, or in what manner the hypertrophy has arisen, we obtain 
the dual effect of the tampon and relief of the symptoms. 

Its application is rapidly followed by a reduction in the size of 
the organ, a cessation of the uterine catarrh, and a healing of any 
excoriation that may exist. At the same time the uterus rises in 
the pelvis and speedily assumes its normal position. In cases of 
ruptured perineum or troublesome rectocele and cystocele it is my 
invariable habit to precede operative interference by a course of 
. tampon treatment. It tends very much to ensure the success of 
the operation by reducing the bulk and weight of the uterus, and 
in consequence renders it more easy to obtain a successful result. 
For the same reasons this method is most useful in procidentia. 
I confess this appears, on the face of it, to be a bold statement ; 
but I can assure you, gentlemen, the results I have obtained in 
what appeared to be most unpromising cases of this disorder are 
most gratifying. A lady called on me, a few days ago, whom I 
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treated for this complaint some four years ago, and whom I had 
completely lost sight of. When she appeared I naturally con- 
cluded she had returned for further treatment ; but, to my surprise, 
she informed me she had been in perfect health since I last haA 
seen her, and that she had never suffered from any inconvenience 
in the womb all that time. Notwithstanding the relief she had 
obtained, it is more than likely that I never would have seen her, 
or had the gratification and satisfaction of hearing of it, had she 
not been asked by a lady friend — who was suffering from another 
disease, however — ^to introduce her to me. Even if the treatment 
by tampon does not always so completely relieve as it did in this 
case, it invariably paves the way to the employment of a ring or 
other pessary. 

In anteversions and anteflexions it appears to me to be the only 
plan where anything like satisfactory results can be obtained. In 
anteversions more especially — and, mark me, I do not forget that 
a greater or less deviation forwards may exist without this being 
any more than normal ; but where the uterus is actually horizon- 
tal, the effect of fourteen or twenty-one days' treatment has, in 
a number of instances, proved most remarkable. 

When there is anteflexion, however, the task is not so easy. A 
case of this kind in a nullipara (which, by the way, is still under 
treatment), wherein the flexion was so acute that the fundus lay 
close to and at as low a level as the os, has taxed my patience very 
much. This patient came complaining of persistent morning sick- 
ness, which had been more or less severe all her married life, but 
latterly had become so inveterate as to be almost intolerable. 
Besides this, she suffered most intensely at the menstrual periods. 
After having been treated by several medical men, as she said, for 
her stomach, I was asked to ascertain if the sjonptoms could be 
accounted for by any uterine ailment. The knee of the flexion 
was more in the body than at its junction with the cervix, and I 
could by no means get the sound to pass beyond the point of 
flexion. I therefore proceeded to treat the displacement by pushing 
up the fundus and supporting it by a tampon tightly and firmly 
packed in below it. After two or three weeks of this treatment 
the sickness began to abate, and latterly it quite disappears for two 
days after each application of the padding ; but when this loses its 
grip, so to speak, the sickness returns to a certain extent Yet I am 
hopeful, by persevering with the treatment, to prevent the return 
of the sickness entirely. Certainly the flexion is not nearly so 
acute as it originally was, the dysmenorrhoea is very much less, 
and there is now very little leucorrhoea. Notwithstanding all 
these improvements, however, the tendency of the fundus to 
assume its abnormal position always asserts itself, and I am not so 
sfinguine as to the complete cure of the flexion as I might be.^ 

* Since the above was written I have seen the patient on two occasions. 
The uterus is almost straight, and the vomiting has entirely ceased. 
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The details of another case may prove more interesting, as the re- 
sults were all that could be desired. Mrs M., set. 23 ; married two 
years ; sterile ; menses regular, but always accompanied by severe 
pain; copious leucorrhoea; bladder very irritable, and conse- 
quently desire to micturate is very frequent. On this account she 
cannot sleep for more than an hour and a half at a time, and very 
rarely can she lie even for that short time. When the bowels 
move there is always pain referred to the womb. There has 
always been dyspareunia. Sexual desire was normal during the 
first few weeks of married life, but after that it completely dis- 
appeared. Patient is very low-spirited and weak. On examination 
per vaginam the uterus was found to be acutely sensitive to touch, 
and anteflexed. There was a stricture of the internal os. This 
examination was made on the 17th October last, and on that day I 
commenced treatment by reducing the displacement and keeping 
the fundus in position by mcMis of medicated tampons applied 
twice a week. My next note was taken on 19th December, when 
I find the uterus can be manipulated freely without producing 
pain, and defsecation accomplished without sufiering. Urine can 
be retained during the day for the space of three and four hours, 
and she sleeps all night without being disturbed by any of the old 
symptoms. Sound passes easily, and this is unaccompanied by undue 
pain^ and the position of the uterus is normal. There is still, how- 
ever, a considerable amount of uterine catarrh. 3rd Jan. — Patient 
says she has not felt so well for three years as she does now. 
Menstruated five days ago, and without pain. There is still some 
catarrh, but the uterus is free from undue sensitiveness. Bectum 
is loaded with hardened fseces. Ordered an enema, consisting of a 
pint of thin gruel, with a dessert-spoonful of common salt added, 
to be used every second day. Applied the tampon. 26<A. — 
Uterus is in normal position, and free from tenderness. Has again 
menstruated, and without pain. Expresses herself as feeling quite 
well, cheerful, and light-hearted. In cases such as this, where 
there is much uterine catarrh, I am in the habit of supplementing 
the tampon treatment (which is renewed every three or four days) 
by iutra-uterine medication once a week. This consists of a satur- 
ated solution of iodine (320 grams) in liquefied carbolic acid (8 oz.) 
to the whole length of the canal, or to as great a portion of it as 
can be reached without employing any undue force. Having first 
ascertained the direction the canal takes by means of the sound, 
the applicator, which is made of soft copper wire, is bent accord- 
ingly, and, having been covered with a piece of absorbent cotton for 
two inches of its length, is dipped into the solution and introduced 
into the uterine cavity, and allowed to remain for a few seconds (I 
generally allow it to do so during the time I am preparing the 
tampon). When it has thus been permitted to remain in the 
uterus it will be found that the uterine walls will have contracted 
firmly on the instrument, and it will require some little traction to 
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remove it When the uterus is flabby and patulous and the walls 
thickened, this will be found to assist materially in removing the 
diseased condition. 

With your permission I will now give details of two cases of 
retroJUaAon treated on the lines I have indicated. 

Mrs B., set 35, consulted me on 21st June last. She had one 
child a year old ; said she had never known what it was to feel 
well since it was bom. She complained of severe backache, pain 
on going to stool, and frequent desire to micturate. She was very 
weak and low-spirited, and said she had lost very considerably in 
flesh lately. Menses were regular but copious, and accompanied 
by severe pain during the whole flow ; but this was more intense 
during the first three days. Being resident in Eoxburghshire, her 
medical attendant had sent her to Edinburgh to consult a specialist, 
who diagnosed a retroflexion and introduced a Hodge's pessary; 
but since this had been done the pain in the back had become 
more acute, and her general symptoms were worse. The pessary 
being still in situ when she called upon me, I removed it The 
mucous membrane of the vagina was hypersemic and sensitive, so 
that a digital examination was not accomplished without consider- 
able pain. This, however, revealed an acutely retroflexed uterus, 
which was also very much hypertrophied. The whole organ was 
very painful to the touch, but this sensitiveness was very much 
aggravated at the fundus and body. The os was gaping and the 
whole canal was patulous, and from the os was exuding a muco- 
purulent discharge. I contented myself with the application of a 
tampon behind the fundus, which was removed at the end of three 
days, and then another was applied. This bi-weekly application 
of the tampon was continued for a fortnight, when the menses 
appeared. The flow lasted for seven days, and, although very copious, 
it was accompanied by considerably less pain than on the previous 
occasion. When the discharge had ceased the treatment was again 
resumed, but, in addition, the carbolic acid and iodine solution was 
applied once a week to the whole area of the uterine canaL This 
routine was carried out for two months, during which time the 
symptoms steadily improved, and the dysmenorrhoea and menor- 
rhagia also abated, the patient expressing herself as feeling very 
much improved in every way. She could now walk a little 
distance without pain, whereas before every movement was accom- 
panied by intense suffering. The uterus was at this time retro- 
verted, the flexion having completely disappeared ; but there was 
still considerable hypertrophy, and the catarrhal discharge was 
copious ; this, however, had now ceased to be purulent The vagina, 
too, was free from the hyper-sensitiveness that had previously 
existed, and the uterus, except at the fundus, was also free from 
tenderness. The symptoms having so far improved, the bi-weekly 
attendance was discontinued ; and from this time till the middle 
of October I only saw the patient once a week. At this date she 
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returned home, feeling quite well. At my request she came to 
see me after the next monthly period had passed, when she in^ 
formed me it had continued only four days, was moderate in 
quantity, and free from pain. She had been going about her usual 
household duties, but said " over-fatigue always made her feel she 
had a back." The uterus was, however, in good position and of 
the normal size ; but as a precautionary measure I introduced a 
Hodge's* pessary, which she is still wearing. I have heard from 
her several times during the last two months, and she expresses 
herself as feeling quite well. 

In conclusion, I will narrate one other case, which is still of more 
interest than the preceding, because the symptoms were more 
aggravated and the results as satisfactory as they could possibly be. 

Mrs M., set. 30, married seven years, nullipara, consulted me 
about two years ago in consequence of severe and prolonged 
menorrhagia. Patient was weak and ansemic. She said she was 
seldom free from discharge for more than a day or two at a time, 
and there was, indeed, considerable haemorrhage when I first saw 
her. At first I was inclined to attribute the flooding to the pre- 
sence of a fibroid, as a considerable tumour could be felt in the 
recto-vaginal ctU de sac. This, however, proved to be the hyper- 
trophied fundus retroposed. The whole uterine texture was flabby 
and hypertrophied, but not at all painful to touch. The canal was 
patulous and admitted the sound readily, which revealed a granular 
condition of the mucous membrane. Having rectified the position 
of the organ, I applied fuming nitric acid to the whole extent of 
the canal, and introduced a tampon behind the body and fundus, 
and directed the patient to use an ergotine suppository (4 grs.) 
every six hours, and to remain quietly in bed. Three days after- 
wards the tampon was removed, when it was found that the 
haemorrhage had been arrested. Another tampon was applied, and 
allowed to remain for a like period, and the ergotine suppositories 
ordered to be continued every twelve hours instead of every six. 
On this second tampon being removed there was detected a slight 
oozing of coloured discharge, so fuming nitric acid was again 
applied, and the tampon treatment persevered with. It was not 
deemed necessary to have recourse to the caustic again, as the 
haemorrhage was checked so far. There still was present, however, 
considerable menorrhagia for some time afterwards, and the menses 
recurred too frequently, but these gradually became more normal, 
both as to time and quantity, under a weekly application of the 
carbolic acid and iodine solution, and a bi-weekly use of the tam- 
pon. The uterus also became reduced in size and attained its 
natural position, so that by the end of four months every sign of 
disease had disappeared. I did not deem it necessary in this 
case to introduce a pessary into the vagina, as the cure seemed 
complete, and the patient expressed herself as feeling so well, 
I did not see her again till the end of last year, when she 
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called upon me, greatly distressed in her mind, though she looked 
the picture of health. She said she was afraid some other disease 
had attacked her, as she had not menstruated for four months, and 
that there was a swelling in her abdomen. Her fears, however, 
soon gave place to joy when I was able to inform her that she was 
pregnant, and that this alone accounted for her symptoms. 

I should, perhaps, add that the tampon varies in size with that 
of the vagina, and that it is as well to attach a piece of fine cord 
to it to make its withdrawal easy of accomplishment The propor- 
tion of alum to glycerine is one in eight, and to every eighty 
ounces an ounce of boracic acid is added to keep the tampon ftx)m 
becoming foetid, which it otherwise would do if the discharge from 
the uterus is at all copious. The tampon itself is composed of carded 
cotton. 

Dr Angus Macdanald said that the Society had received a 
paper from Dr Bell on a similar subject some time ago, and 
at that time, he (Dr Macdonald) had expressed his strong doubts 
as to the efficiency of the treatment then described, and he must 
now say that his subsequent experience has quite confirmed this 
opinion. He fully recognised the value of the glycerine tampon, 
with or without astringents added to the glycerine as acces- 
sory in the treatment of uterine displacements, but he failed 
to see how it is possible that the tampon could produce the 
results ascribed to it by Dr BelL In his last communication Dr 
Bell expressed his belief that his tampon could absorb fibroids. 
Dr Macdonald was glad to notice no such claim made in the 
present paper. He had tried it conscientiously, but he had never 
succeeded in producing any permanent effect which he could 
attribute to the tampon. Treatment more or less prolonged with the 
glycerine plug was, however, with him always a preliminary to the 
introduction of any pessary in backward displacements when there 
was any tenderness of uterus or vagina present With reference to 
the patient whom Dr Bell had referred to, as having been enabled to 
bear a Hodge pessary, he could understand that the prolonged use 
of cotton wool and glycerine would reduce the hypersesthesia of the 
organs, and enable the pessary to be borne without pain. He. 
was inclined to attribute the good results obtained by Dr Bell 
rather to the general constitutional treatment than to the local 
application. 

Professor Simpson agreed with Dr Macdonald in his low 
estimate of the value of this method of treatment Gynecologists 
owed much to Sims for the suggestion of its use. But it is 
only accessory, and Dr Bell over-estimated its value as an 
ordinary practice. The practitioner to whom Dr Bell referred 
must have been well aware of its use, but time had not permitted 
its employment, and he was not to blame in doing as he did, in 
employing the Hodge pessary. He had for long taught his students its 
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value in restoring tone and reducing congestion. They are also 
taught to supplement its action by the use of hot water. The 
Americans had further shown the value of dry packing, which had 
given good results in the relief of symptoms. Like most other 
gynecologists he had seen patients who had been apparently entirely 
relieved by treatment with vaginal plugs of cotton soaked in 
glycerine sometimes pure and sometimes medicated, but they had 
invariably returned for further help, imless the uterus had been 
retained in position by an instrument, and it was dangerous to allow 
ourselves to believe that such a support could be done without. 
He would advise Dr Bell to try dry packing, or packing with 
iodoform gauze, which can be retained for a much longer 
period, and while he cannot say that he has ever seen a 
case cured by this method, he has seen them much relieved, and 
rendered able to bear other treatment 

The President thanked Dr Bell for his paper. Three circum- 
stances seemed to him to contribute to Dr Bell's success. — (1.) The 
use of the alum; (2.) The personal care and enthusiasm of Dr 
Bell himself ; (3.) The length of time over which the treatment 
extended. He also thought that much depended on the employ- 
ment of the cauterizing applications and the pessary afterwards. 
He thought that to the country practitioner the paper was a very 
suggestive one. 

Dr Bell, in reply, said he was quite convinced of the value of the 
treatment in the cases he had mentioned. He might mention one 
other — ^that of a lady who had been four years under treatment by 
pessaries for sterility, and who became pregnant after a few months' 
treatment by his method. He believed that a very large part of 
the efficacy of the treatment depended on the use of the sdum as 
tending to heal excoriations of the mucous membrane. He would 
like Dr Macdonald to try the effect in the treatment of anteversion 
especially. 

H. LUPUS OF THE VULVO- ANAL REGION : 

WITH CASES. 

By Angus Macdonald, M.D., Physician for and Clinical Lecturer on Diseases 

of Women, Boyal Infirmaiy, Edinbuigh. 

Lupus of the vulvo-anal region is undoubtedly a rare disease. 
Otherwise it would be impossible to explain the paucity of obser- 
vation that is bestowed upon it in our text-books of gynecology. 
In almost every one of them the disease is conspicuous by its 
absence. Even Hart and Barbour's Manual, though certainly fuller 
than most text-books of gynecology, makes no mention of such an 
affection ; and most, such as Schroeder's, refer to it, if they do so at 
all, in the most perfunctory manner. 

The disease was first described as a separate affection by Huguier 

o 
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in a memoir of great merit, presented to the French Academy of 
Medicine in 1848. Up to that time the affection appears to have 
been slumped with either syphilis or some form of carcinoma. 
Huguier calls it Testhiomfene, and divides it into several sub* 
varieties, such as the serpiginous, the hypertrophic, and the per- 
forating variety. It is doubtful, as West expresses it, whether 
anything is gained by such distinction, as all varieties may be 
present in the same case. But, so far as I can gather, the opinion 
seems to have settled into combining Huguier's three sub- 
varieties into two, viz. — 1. The superficisi or serpiginous ; 2. The 
hypertrophic. 

By West the disease is carefully treated, reference being made to 
five cases. In Duncan and West further reference is made to 
another case, to which I will refer in the sequel, as I had charge 
of the patient during her fatal illness. The best account of the 
disease, in the English language, which I have been able to 
lay my hands upon is from the pen of Dr Isaac E. Taylor, and is 
contained in vol. vi. of the American Gynecological Transactions, 
p. 199. He gives an account of seven cases. 

In the course of practice I have met with only three examples 
of this disease, and all have been of the hypertrophic variety. In 
saying so I mean to exclude that condition sometimes called lupoid 
ulceration of the vulva, when there are numerous tender, ulcerated, 
and painful spots near the vaginal orifice, which are so difficult to 
heal, and which are so liable to return again after they have been 
apparently healed. Of these cases I have seen a great many more 
than I care for, or have obtained much credit from. They form a 
very unsatisfactory class of cases. I mean that what I refer to is 
true lupus, either of the hypertrophic or serpiginous form, and that 
I have as yet only met with the former variety. Of the three 
cases the first, or 

Case I., came under my notice after it had reached an extreme 
degree of advancement. It had then lasted some six or eight 
years. The destruction of tissue was terrible in its extent I have 
reason to know that it is the same case as that referred to by 
Duncan in Duncan and West, p. 656. Of it at the time when he 
saw the case, which was at least a year before I was introduced to 
the patient, Dr Duncan says : — " A case to which I was called 
some years ago is, so far as I know, so unprecedented in the amount 
of destruction as to be worth describing. I only saw it once in 
consultation. The disease was at one time regarded as cancerous. 
The patient, aged about forty, had had the disease for at least five 
years, and she lived many years after my visit. While the disease 
was already extensive she bore a child. On the hips, just beyond 
the ischial tuberosities, were long scars, thin and bluish, of healed 
ulcers. The entire ano-perineal region was gone, there being a 
hollow space as big as a foetal head. The urethra was entire, as 
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well as the mucous membrane between it and the cervix uteri, 
which was healthy. Except the anterior portion of the vagina, no 
trace of it or of the anus or rectum was discoverable. Behind 
the cervix uteri, the bowel opened by a tight aperture just sufficient 
to admit a finger. When the fseces were hard she could keep 
herself clean, but only then. Although the extent of ulceration 
was severe, the patient was attending to her household duties." 

To this graphic description of the case I can fully sub- 
scribe, with this addition, that latterly the ulceration went still 
higher up into the pelvis, leaving the bowel hanging loose for 
some distance from the upper level of ulceration, giving it the 
appearance of a torn sleeve of a coat. This is usually found to 
occur in this kind of ulceration, as the bowel wall resists its action 
more than the cellular tissues. This patient lived two and a half 
years after the time referred to by Dr Duncan, and died of ex- 
haustion and diarrhoea. There was no perforation of the bladder, 
and I do not think there was, even at the end, any peritonitis to 
give evidence of invasion of the peritoneum by the ulcerative pro- 
cess. The patient, tlirough the distress and misery associated with 
her miserable ccmdition, became latterly an opium eater, which, of 
course, did not help to mend matters. Notwithstanding this 
shocking amount of and prolonged continuance of ulcerative 
action, there was no involvement of inguinal or other glands. Long 
before the case passed into my hands, all scope for anything else 
than palliation was gone. I am not aware what the treatment 
adopted in the earlier stages was. 

Case II. — Mrs B., set. 33, the mother of one child, was brought 
to consult me by her medical adviser in the beginning of March 
1881, on account of pain and swelling of the right labia majora and 
minora. This gave rise to pain on connexion. Its commencement 
was traced to an injury sustained twelve months previously, while 
engaged skating. The patient fell backwards in such a manner as 
to push an iron clamp with considerable violence against the vulva. 
There was much swelling of the parts, and painful micturition 
subsequent to this injury. She believed also that the present 
illness was originated by it. The patient was well nourished, and 
healthy-looking. Her medical attendant was greatly concerned 
about her case, as he had come to the conclusion that the patient 
sufiTered from epithelioma of the vulva. On examination, I found 
well-marked lupus of the vulvo-anal region. The disease had 
already afifected a great part of the right labium majus and 
minus, as also a smaller portion of the left labium majus and 
minus. It also extended back over the perineum for about three- 
fourths of an inch, and upwards into the vagina for about an inch. 
There was present the peculiar firmness and rigidity peculiar to 
lupus ulceration, when it affects the vagina on its posterior part, 
as also great hypertrophy of the labia, with no involvement of the 
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inguinal or other glands, and no histoiy of syphilis, so that I had 
no difficulty in arriving at the conclusion that the case was one of 
lupus, and not of carcinoma. This patient completely recovered 
in the course of three or four months. The treatment adopted 
was to cut, gouge, and bum off with PaqueUn's cautery all the 
diseased tissue, and then treat the raw surface as a granulating 
sore. Care was taken in the vagino-rectal septum only to use the 
Paquelin's cauteiy so far as was absolutely necessary to arrest 
bleeding. I heard from the patient upwards of a year subsequently, 
and there had then been no recurrence of the disease. 

Case III. — ^A. C, aet 46, married, having eight children, was 
admitted into Ward XXVIII. on October 31st, 1883, complaining 
of a " growth *' on the vulva. The first sign she had of anything 
being wrong was, about two years ago, the appearance of a dis- 
charge of a whitish-yellow colour, at times bloody, but more 
recently watery-looking. Soon after this dischai^e commenced 
there appeared spots upon the vulva, which gradually increased in 
size, and have latterly broken into open sores. Patient was always 
a strong, healthy woman, and there was no history of malignant 
disease in the family. 

The following is the report of the examination of the parts on 
admission (to aid the reader a lithograph representing the con- 
dition of the parts is also given on opposite page) : — Both labia 
majora, especially the left one, are abnormally laige. At the 
situation of the anterior commissure there are two nodules, 
the one on the right being about half the size of a boy's 
marble, the one on the left about a third thereof in size. The 
smaller of these nodules is somewhat irregular in shape. Their 
colour is a deep rose, and their inner aspect where they meet is 
raw. On separating the labia majora, there is disclosed a 
considerable ulcerated surface from which there exudes a grumous 
fluid. The chief situation of the ulcerated surface is towards the 
posterior commissure, where it extends on each side to a distance 
of one inch and a half in breadth by three inches in length, the 
long axis of the surface being from before backwards. On deeply 
separating the labia, it is found that ulcerative action has 
destroyed almost completely both labia minora, their situation 
being occupied by two elongated ulcerated surfaces. Only the 
posterior portion of the left labium minus is very much 
hypertroplued and separated from the rest of the vulva by 
ulcerative action, so as to present a polypoid character. In the 
direction of the clitoris this ulcerative action burrows upwards to 
the extent of fully an inch. The feel of the ulcerated surfaces, as 
well as of their surroundings, wants that marked hardness 
characteristic of carcinoma. There is considerable hypertrophy of 
the tissues surrounding the ulcerated surfaces The ulceration on 
the left side goes quite to the anu& On the right, it leaves a 
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portion of the perineum about an inch in length free. At no part 
does the disease ascend more than one inch up the vagina. The 
nterus and vagina are otherwise healthy, and there are no 
indications of enlargement — either, of the inguinal or of the 
pelvic glands. Attentive exploration of the other organs revealed 
nothing unhealthy in the patient. 

The disease was diagnosed as lupus of the vulva. It ought to 
be mentioned that the patient was a few days in hospital during 
the month of September. But as at that time we were a little 
doubtful of the diagnosis, the patient was sent home, and asked to re- 
turn in October. On 17th November, the lupoid tissue was removed, 
partly by gouge, partly by scissors and cautery, in the posterior 
part. On the left side, and superiorly, the entire diseased tissues 
were separated and removed by the thermo-cautery knife 
alone. There was some bleeding from the surfaces laid bare 
by the scissors, none from the cauterised surface. On the 
second evening after operation the temperature rose to lOO'*, but 
subsequently remained normal until the 25th November, when it 
was 105** in the afternoon. This temperature was soon brought 
down again to normal by quinine and eucalyptol. The wound 
was at first dressed with iodoform. On 3rd December, the 
iodoform was replaced by oiled lint. On the 12th December, 
carbolic glycerine was used instead of oil, and a marked improve- 
ment in the healing of the wound followed. By 16th January 
1884 healing had proceeded very completely, the whole surface 
being cicatrized over, with the exception of a small portion at its 
upper extremity, and a linear suriace along its left border. With 
the exception of a small surface to the left posteriorly, the whole 
surface appears healthy. The patient volunteered the observa- 
tion that she had never felt better in her life. 

January 20^A. — ^The small surface whose condition appeared 
doubtful was to-day lightly touched by the thermo-cautery knife. 
Patient was dismissed cured on 24th January 1884. 

It will be gathered from the histories of these cases that they 
were too far advanced when they first came under observation to 
enable us to watch the mode of onset of the disease. But the 
account as given by the third patient is quite in accordance with 
what we know of lupus generally. It will be noticed that the patient 
observed the appearance of spots upon the vulva, which spots 
latterly broke into open sores. In this statement we have doubt- 
less the patient's method of expressing the fact that certain elevated 
tubercles were found, which broke down and ulcerated, and from 
their situation an extension of the ulcerative process took place. 
From microscopic examination we have reason to know that the 
two nodules at the anterior commissure were rather of the nature 
of huge warts or papillomata, and contained no true lupoid tissue. 
But that both labia were the subject of lupoid degeneration we have 
convincing evidence in the two microscopic preparations which Dr 
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Chapman has made for me, and which I now show you. In them 
you will observe the peculiar large round cells of lupoid tissue lying 
in a matrix of connective tissue. You will also see in one of them 
the manner in which the actively proliferating epithelial tissue is 
throwing its arms around so as to embrace these bundles of round 
cells. Apart altogether from the clinical evidence, there is suffi- 
cient microscopical evidence to warrant a diagnosis of lupus, if 
that had been needed. This leads me now to what is the most 
important question connected with this rare condition, I mean the 
diagnosis of the diseased condition. 

Into the question of the nature of lupus I will not enter here 
in detail, as there seems to be no essential difference between 
this afiection and the same disease when attacking the face, or any 
other part of the surface. I will therefore content myself by 
stating that it appears to be an affection of the true skin, whether 
originating in the cutis, in the rete malpighii, or in the sweat glands, 
characterized by a tendency to the formation of rounded points or 
tubercles by means of proliferation of large round cells in a matrix 
of soft connective tissue (some of the cells assuming giaut propor- 
tions). These tubercles, which vary in size from that of a pea to a 
bean, as they increase in size break down by suppuration, and leave 
an angry ulcer, which tends to spread and has little inclination 
to heal, and is extremely liable to break out afresh after it seems 
to have been cured. Various efforts have been made to connect 
lupus with certain cachetic conditions, such as syphilis and 
scrofula. The latter view is especially common among the French 
authors. But the attempts hitherto made in that direction appear 
unsuccessful. At any rate, in considering the three cases which 
form the subject matter of this paper, neither the taint of syphilis 
nor the slightest evidence of any tubercular or strumous condition 
could be detected. It would appear, therefore, that lupus must be 
looked upon as a local and not a general afiection, its origin having 
to be sought for in some local irritation. It is a curious fact that 
in one of my cases, the third, the disease was traced to an injury 
sustained by the vulva through a fall, when compared with a 
similar experience recorded by Huguier. One of his cases traced 
the commencement of her illness to a fall, during which the vulva 
was struck against the corner of a stooL^ These facts point to 
local injury as a possible starting point 

An exceedingly interesting argument is urged by Huguier, loc. 
cit, in explanation of the frequency of lupus in the face and vulvo- 
anal region, which is to the effect that, anatomically and physio- 
logically, these regions have very much in common. Of the con- 
dition as affecting the vulva, I cannot do better, I think, than 
translate a statement from Huguier's memoir, which puts the 
matter much better before you than anything I could myself 
produce. It runs as follows : — 

^ M^moire sur PEstiom^ne, Mimoires de VAcademie de MMecinCf t. xiv. p. 508. 
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" This chronic malady, which holds a middle position between 
the elephantiasis of the Arabs, syphilis, cancer, and scrofula, whilst 
it is not essentially of this last nature, is characterized by the 
leaden or violet tint of the parts, their disfigurement, induration, 
and engorgement, their ulceration, destruction, hypertrophy, and 
simultaneous infiltration, in such a manner that the orifices and 
canals presenting themselves in the vulvo-anal region may be at 
the same time ulcerated, enlarged, and contracted, their furrows and 
cutaneous foldings more developed, thickened, and the seat of ulcera- 
tions and cicatrices more or less extended and deep, without con- 
tinuous or darting pains, without directly threatening life, or even 
for long without inducing a marked effect upon the constitution." 

I need only refer to the cases which I have already recorded in 
evidence of the extremely persistent nature of this affection. 
Case I. shows the extreme degree of destruction of tissue that 
is capable of being suffered by a patient under the influence of 
this dire and disfiguring disease ; whilst Case II. and Case III. 
show the troublesome deformity and persistent destruction of 
tissues that follow in the wake of even an ordinary case of the 
disease. All of them also combine to prove the extraordinaiy dis- 
proportion between the feelings of pain and discomfort and the 
amount of ulceration and swelling. Case I. proves in its history 
that the bowel, for example, may at one time be contracted by the 
disease, at another dissected out and left loose. All of them, but 
especially the first one, prove the extremely chronic nature of the 
ailment, as well as the purely local and non-infecting character 
of it. In none of these cases was there any glandular infection. 
But all combine in demonstrating the fell career of deformity and 
destruction which follow in the wake of the disorder, if left 
uncared for. Indeed, speaking of this matter, Dr Isaac K Taylor 
states that he believes the deformity and disfigurement resulting 
from the ulceration and cicatricial contractions of a vulvo-anal 
lupus are greater and more disgusting than the corresponding 
changes which this disease effects on the face. From what I have 
seen of the disease, I am inclined to agree with him. It will be 
noticed that as it creeps over the anterior edge of the perineum 
its tendency is to extend a small distance into the vagina, and in this 
situation the hypertrophy is not nearly so marked as when the 
disease passes anteriorly so as to invade the labia. The appear- 
ance posteriorly is that of a shallow ulcer, with edges very distinctly 
indurated, but not overhanging. Anteriorly, the ulceration bur- 
rows deeply below the tissues, and its edges are bounded by hypertro- 
phied polypoid-looking masses of tissue invaded by lupoid 
elements. It is observed that the disease is slow to enter the 
vagina. In both my Cases II. and III. it did not extend above an 
inch into the vagina, whilst it invaded the perineum and the 
vulvar region in both cases, especially in the last, very freely. 

Diagnosis, — The diagnosis of this affection is of very great im- 
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portance, and requires careful consideration, as it is apt to be 
mistaken more especially for specific disease and for epithelioma. 
Indeed, there is reason to believe that before Huguier published 
his classic memoir on the subject in 1848, the disease was con- 
stantly mistaken for one or other of these diseases. First to distin- 
guish it from epithelioma of the vulva. 

1. Epithelioma gives rise to a more stony hardness than lupus 
does, and is not accompanied by the peculiar tendency to hyper- 
trophy of the adjoining tissue. 

2. Epithelioma never forms an open sore fof months and even 
years without infecting the glands in the neighbourhood, or in- 
ducing secondary malignant disease in some distant organ. 

3. besides, when epithelioma does ulcerate, it does not give rise 
to the deeply-excavated ulcers with overhanging edges which 
lupus does, but to a more shallow although angry-looking surface. 

4 It is seldom that epithelioma persists long in the vulva or 
elsewhere without giving rise to pain, especially of a lancinating 
character, and this is particularly not the case with lupus. 

5. The microscope may be employed in case of doubt, when the 
portion removed, if from epithelioma, will show the characteristic 
cancer cells, whilst the lupus will exhibit lupoid tissue. 

6. In a case of lon^^-continued lupus the fact of its prolonged 
duration, without deeply afifecting the constitution, is itself con- 
clusive evidence against the possibility of its being any form of 
malignant disease. But I believe the greatest difficulty is to 
get the medical adviser to think of lupus as a possibility. The 
appearances of vulvar lupus with hypertrophy (and that is the 
only form which I have as yet met with) is so striking, that I do 
not think a well-educated medical man who had once seen the 
disease, or had read a good description of it, could have serious 
difficulty in making it out if he only thought of it as an alterna- 
tive. That result can, of course, only be brought about by bringing 
the subject before the profession as opportunity ofiTers cases. 

From Syphilitic Ulcenxtion, — I speak with consideraUe hesita- 
tion on this point, as my experience of such diseases is not such as 
to warrant my being dogmatic. The history of the case ought to 
be carefully scrutinized, and the possibility or probability of con- 
stitutional syphilis investigated. If the result is negative, it is in 
favour of the non-syphilitic character of the affection. M. Huguier 
enters at considerable length into the distinction between this 
affection and syphilitic disease. He says, '* Chancres differ from 
esthiom^nal ulceration by their antecedent, which is a suspected 
recent coitus, by their advance and their rapid extension, by their 
physiognomy, their transmissibility, their ready inoculation, the 
condition of health, or simple inflammation of the parts which 
surround and support them ; also very frequently by the presence 
of acute buboes, which very frequently suppurate and give rise to 
an inoculable pus. An indurated chancre does not present the ma- 



BT D£ ANQUS MACDONALD. 57 

jority of these characters, it approaches more nearly the esthiom^nal 
ulceration, from which it differs, however, by its slight extent, its 
sharply circumscribed form, its elevated situation, and the small 
space which the infiltration and induration of the parts which sup- 
port and surround it occupy. This induration is so very limited 
that it forms a sort of kernel or nodiis in the midst of the healthy 
parts ; on the contrary, in the case of lupus the induration and 
infiltration which surround the ulcer are diffused and far extended. 
" We must take care not to confound phagedenic chancres with 
lupus, as I have seen done by some persons, shortly after I had 
discovered this disease. It appears to us that it is enough to be 
forewarned to avoid the possibility of this mistake. Constitutional 
venereal ulcerations are extremely rare on the part of the genital 
organs, which lupus lays hold of. In this relation the vulvo- 
vaginal mucous membrane differs from that of the isthmus of the 
throat and of the pharynx, which is frequently affected by it. 
These ulcerations make rapid progress compared with those of 
lupus. Their base is fungous, very unequal; its tint remains 
grayish up to the moment when they conmience to cicatrize. 
Their edges are red, opaque, inflamed, turned . outwards without 
being swollen up. They produce a grayish or greenish yellow 
pus. At the end of some days of treatment a pus of a yellowish- 
white colour, thick, and very tough, whilst the ulcerations of lupus 
never produce anything else than a sanious serosity. They are 
accompanied by an induration and an infiltration of the neighbour- 
ing soft parts by contractions in the canals, lesions which we do 
not observe habitually in connexion with venereal ulcerations. 
The cicatrices of these latter form white and often projecting 
bands ; those of lupus are flat, red, or violet. Finally, the facility 
and tl^ rapidity with which incisions and even wounds with loss of 
substance, made on the parts which are the seat of lupus cicatrize, 
although they are infiltrated and indurated, establish a great 
difference not only between this affection and the venereal dis- 
ease, but also between it and cancer. .... Mucous tubercles 
of venereal disease differ from tubercles of lupus in this, that, from 
the first, they present themselves, and possibly more often on the 
portion of the vulva covered by the mucous membrane than on 
that covered by the skin. They are in general more numerous, 
show themselves at first without injection or inflammation or pre- 
liminary thickening of the parts which surround them; whilst 
the tubercles of lupus are habitually surrounded and separated by 
portions of integument which are injected, thickened, and reddened. 

If mucous tubercles proceed to ulceration, it is rather 

an ex-ulceration from the centre or from one of the points in the 
circumference of their surface, than a true ulceration. There 
results from these small excoriations which never pass the limits 
of the tubercle or of the skin, and cannot, on account of their 
slight extent and depth, be taken for the true ulceration which 

H 
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succeeds to lupus tubercle." One may gather, I think, from these 
observations, that the surrounding hypertrophy, the depth and < 
extent of the ulcerations, and a careful estimate of the history, , 
will usually suffice to separate lupus of the vulva from specific ^ 
disease of that region. | 

The Prognosis is on the whole good. Of Huguier's 9 patients, 3 
were cured, 2 were relieved, 2 were not relieved, and 2 died. Of 
West's 5 cases, 1 was cured, 2 relieved, and 1 died under chloro- 
form, and not as a result of the disease. Of Dr Isaac £. Taylor's 7 
cases, 2 were cured, 2 relieved, 2 not relieved, and 1 died. Of my < 
3 cases, 1 died of exhaustion after seven and a half years of the ^ 
disease, 2 were, so far as we can at present judge, cured. I 

Treatment, — In the milder, or what is called serpiginous form of 
this afiection, the treatment to be adopted is of a simple character, { 
so far as I can judge. If such cases came before me, I would 
endeavour to remove it by the administration of constitutional 
remedies, such as Donovan's solution, the application of mild . 
stimulating lotions, and the free use of scarification, as practised i 
by Vidal in Paris, the good results of which in fsu^ial lupus I have 
myself witnessed. But for the hypertrophic form, or cases in 
which there is much and deep ulceration, I do not hesitate to 
state that I regard the removal of the diseased structures as a 
necessarypreliminaryto successful treatment Care must be taken in ' 
removing the disease in the posterior part of the vagina to avoid i 
wounding the rectum. Consequently, a different method must *^ 
be adopted, according to the part of the surface we are dealing 
with. To meet this difficulty I remove the hypertrophied and 
diseased-looking hard tissue posteriorly by knife — by scissors or 
by gouge according as I find one or other instrument the most 
suitable. I endeavour to arrest the bleeding points by touching 
the surface with a Paquelin's cautery at a dull red heat. The 
base of the ulceration requires also to be freely touched with the 
cautery. The redundant hard tissues anteriorly in the region of j 
the labia and clitoris I prefer to dissect off with the Paquelin j 
cautery knife. It does its work excellently, is free from subse- 
quent pain, and effectually arrests haemorrhage. The raw wound 
is then treated like a granulating healing sore with antiseptic and 
non-irritating dressings. The patient is put upon arsenic or iron, | 
or both, or other analeptic, according as such appears to be 
indicated. But, as both my Case II. and Case III. occurred in i 
women otherwise typically healthy, I find it hard to believe that 
constitutional cause has much to do with the production of the 
disease, and consequently also that it can be greatly alleviated by ' 
constitutional treatment. 



Dr Allan Jamieson had not seen a case of lupus of the vulvo- 
anal region. Such cases usually go to the gynecologist for treat- 
ment. They are rarely seen by specialists in skin diseases, 
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and are thus scarcely mentioned by Hebra, and by him it is said 
' to be an extension of the disease from the thigh. Lupus in this 
^ region differs from ordinary lupus, which usujJly occurs early in 
' life (seldom after 20), whereas this case of Dr Macdonald's 
' occurred at 41. It is noticeable that local injury has been recog- 
nised as preceding the occurrence of the disease in this instance; 
Dr Macdonald has noted also that lupus was not apparently 
associated with any constitutional disease ; it seemed to confine 
itself to the skin, and not to affect, other structures. It is also 
^ remarkable that mtost cases of lupus come from the country, and not 
I from the town. The diagnosis is comparatively easy. There is one 
form of carcinoma of the skin which to some extent resembles it, 
viz., Paget's disease of the nipple. This was at one time supposed 
to be an eczema, but it has since been shown by Thin to be a true 
epithelioma. As to syphilis Dr Macdonald had very clearly 
> brought out the diagnosis. It is a pity that treatment is so long 
|^^ delayed in many cases. There is a prevalent aversion to and dread 
/ of interfering with it. Where the disease is extensive the thermo- 
or galvano- cautery is the best means of removing it, when limited 
the sharp spoon serves the purpose welL He differed from Dr 
Macdonsdd in his recommending the removal of any part by the 
knife. We ought to do all we can to save tissue in these cases, 
' and the use of the knife is apt to sacrifice tissue by reason of the 
■ cicatricial contraction which followed. 

Professor Simpson felt indebted to Dr Macdonald for bringing 
this disease before the Society. It would have the effect of causing 
us to observe more narrowly the different varieties of pudendal 
sores, for we were always too apt to slump all cases of an ulcerative 
type. He may have seen many such cases, but he could only recollect 
one, that of an old woman, who had an ulceration of the labium 
similar to that of Dr Macdonald's case affecting the right side, but 
with no glandular infiltration. The thermo-cautery was employed 
^ in this case, no blood was lost, the wound healed well, and the 
^ patient recovered completely. 

Dr Ogilvie Will, Aberdeen, wished to protest against Dr 
Jamieson's remarks on the employment of the knife. Instead of 
sacrificing tissue he felt sure that tissue might be saved by its 
judicious use. He thought that cicatricial contraction was much 
more likely to follow the use of the cautery than the knife. He 
' had seen many cases in the Aberdeen Infirmary, and had much 
experience in the use of the sharp spoon, which did well in most 
cases. He did not regard the disease as in any proper sense con- 
stitutional He had seen no good results from the use of internal 
remedies, such as the iodide of starch, which he had employed in 
several cases. 

The President confirmed Dr Jamieson's statement of the fre« 

" quency of the occurrence of lupus in the country. He had seen 

and heard of many cases, and found that the removal of the 
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disease by the sharp spoon, and bmshing it with chloride of zinc, 
were all that was necessary for the eradication of the disease 
when seen early. He thanked Dr Macdonald for his valuable 
paper. ^ 

Dr Macdonald, in reply, thanked the Society for its reception of ' 
his paper. As regards the use of the knife, he had employed it in 
order to avoid going too deep into the recto-vaginal septum, as he 
found that he could regulate the cutting by the knife better than 
by the thermo-cautery. He had thus used it for precision and for 
the saving of tissue, which were curiously the reasons which Dr j 
Jamieson urged against the use of the knife. If Dr Jamieson bad | 
to deal with lupus in the vagino-rectal wall, he did not doubt but 
his practice would be that adopted by himself. He hoped that the 
paper would serve to draw attention to the occurrence of a rare 
disease, but possibly one more frequent of occurrence in the 
vulvo-anal region than was usually supposed, and which, while 
very persistent, was yet capable of complete cure in most instances, j 
In this way he hoped some valuable and useful lives might be * 
spared. 



MsBTma v.— March 12, 1884. 
Dr WiLBON in the Chaw. 
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L Professor Simpson showed the tumour and bladder attached 
of the case of Forro's operation which he was about to describe. 

11. CASE OP CESAREAN HYSTERO-OOPHORECTOMY, OR 

PORRO'S OPERATION. 

By Alexander Russell SiiiPSON, M.D., F.R.S.E., Professor of Midwifeiy ^ 

and the Diseases of Women and Children in the University of Edinburgh, j 

When I made my morning visit at the Maternity on 30th 
January, I was informed by Dr Smith, one of the house-surgeons, 
that he had a case outside which he should like me to see. I at 
once accompanied him to a miserable hovel in the West Port, and 
found there a poorly nourished, wretched looking woman in the i 
pains of labour. On inquiry, she was doubtful about her exact age, 
and stated this to be her second pregnancy — her first child having 
been still-bom about two years before, after a labour of three days' 
duration. Her condition during her present pregnancy had been 
fair, only she had been troubled with incontinence of urine 
during the later months. At the time of our visit she had been 
more than twelve hours in labour. ' 

Examination of the abdomen showed the uterine tumour markedly ' 
projecting forwards in front of and close to the lower part of the 
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ensiform cartilage, and firmly invested by the thin abdominal 
walls which were tensely stretched over it The tumour was 
nearly in the middle line, deviating but slightly to the right side. 
Just below the umbilicus there was a depression in the abdominal 
walls between the uterine projection and a mass which bulged 
above the symphysis pubis, and occupied the hypogastric and left 
inguinal regions. It reminded one of the appearance of the over- 
distended bladder. On palpation the uterus was felt almost 
continuously contracted. A transverse furrow was traceable, and 
was felt between the general uterine tumour and the lower 
projection, which was sol^d and continuous with the uterus. 
Auscultation at 11 am. (the hour of our visit) recognised the 
foetal heart sounds, right dorso-anterior, already somewhat slow and 
feeble. Examination of the external pudenda showed a hard 
chancre on the right labium. Per yaginam the vaginal and pelvic 
cavities were occupied by a portion of the hard mass which 
blocked up the brim, and which was diagnosed to be a fibroid 
tumour growing from the lower uterine segment, and extending 
between the layers of the broad ligament to the left side of the 
pelvis. The os uteri, partially expanded, could be reached at the 
pelvic brim close to the right sacro-iliac synchondrosis, the mem- 
branes still unbroken, and the head of the child, on bimanual 
pressure, felt movable above. 

I ordered a hypodermic injection of morphia ; and her instan- 
taneous removal to the Maternity Hospital ; and summoned the 
rest of the Maternity staff. Her husband and the patient herself 
objected to this procedure, on the ground that as she had been 
delivered once naturally, nature might terminate this labour also. 

It was not till 3.30 p.m., that owing to the persuasive powers of 
a priest, the patient was brought to the Maternity Hospital. The 
foetal heart had now ceased to beat, and the vaginal discharge was 
sanious and foetid. The patient having been anaesthetized, she 
was examined by my colleagues Drs Moir, Halliday Croom, and 
Macdonald, and who confirmed me in my first idea, viz., that 
laparotomy alone could save the patient. 

Operation. — Besides my colleagues whom I have named, there 
were present Drs Hart, Barbour, Ballantyne, and Professor Amott 
of Bombay, as well as the house-surgeons and some students. 
The bladder was emptied, and the urine found to be highly 
albuminous. 

The abdominal walls, genitals, and vaginal canal having been 
carefully cleansed and douched with 1 in 2000 corrosive 
sublimate solution, the abdominal cavity was opened by an 
Incision extending from 2^ in. above the umbilicus to within 2 in. 
of the symphysis pubis, and the uterus was made to project 
through the opening. A loop of strong cord was now carried 
round the uterus, as far down as the tumour permitted, and below 
the head of the child. The edges of the abdominal wound being 
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kept closely adapted by Dr Croom, by an incision through the 
anterior waJl of the uterus, beginning at the fundus, I reached and 
exposed the breech, and easily extracted the infant The uterus 
gave out a few drops of blood, and the turbid and green-tinted 
amniotic fluid which escaped was immediately sponged up. The 
uterus showed no tendency to contract 

Lawson Tait's damp was applied round the broad ligaments and 
lower part of the uterus at the site of the constricting cord, and 
the mass above cut off. The section on the right side passed 
outside the right ovary and lower part of the uterine body, towards 
the left side it sloped close up to the left Fallopian tube, and cut 
through the left ovary. There was no escape of any blood or othei 
fluid into the peritoneal cavity, which was carefully sponged out 
The long wound was brought together by a series of silk sutures. 
The bulk of the tumour just within the abdominal walls made the 
adaptation of the edges of the wound to the stump brought up 
into its lower part somewhat difficult The stump and wound 
were dusted freely with equal parts of iodoform and bismuth, and 
dressed with iodoform gauze. After operation — ^pulse 92, firm and 
regular. 

I give the progress of the case from the Maternity Schedule : — 

Jan, 30 (1st day). — Evening temp. 98**'4 ; p. 80. At 7 p.m., sick and 
retching, some pain complained of. Ordered ice to suck. 10 P.M., 
urine dbrawn off; no oozing. 

Jan, 31 (2nd day). — ^Moming temp. 99®'2 ; p. 100 ; slept well ; 
urine drawn off every four hours ; dressed at 10. 

Emning. — Incontinence of urine since mid-day ; sick and spas- 
modic abdominal pains during afternoon. Afternoon temp. 100^*2 ; 
ice to abdomen. Evening temp. 98°*4 ; pulse 92 ; lies with legs 
drawn up; some tympanitis. Ordered 15 grains potassium bromide. 

FA. 1 (3rd day). — Bromide repeated at 2 A.M. ; slept 3 hours ; 
vomits frequently; respiration 16; breathing pains her; temp. 
99'''8 ; p. 114 Patient looks drowsy; knees and legs drawn up; 
tympanitis increased ; clamp depressed. 

Afternoon, — Patient cries out with pain. Ice bags to abdomen. 
P. 112 to-night; temp. 97°'6; double dose bromide and chloral 

Feb,2 (4th day). — No sleep; very restless; temp. 98°'4; p. 104; 
ordered brandy and digitalis. Evening temp. 97"*; pulse 112; 
urine albuminous, iV. 

FA, 3 (5th day). — P. 116; temp. 97*; restless; no sickness; 
quite sensible ; no increase in distension. Evening temp. 101*" ; 
p. 128 ; evidently sinking. 

Feb. 4 (6th day). — Restless; delirious; bowels moved twice 
freely. Evening temp. 98*" ; p. 128. Morning temp. 98** ; p. 120 ; 
hiccupping all day. 

Feb, 5 (y th day). — Patient excited, crying out ; slept none. P. 
124, weak; temp. 98''; looks collapsed. Sank gradusdly, and died 
at 10 P.M. 
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When I first saw the patient whose history I have just related, 
and judged that there was no hope of her delivery except by a 
Csesarean operation, I thought that the conditions gave fair hope 
of a successful result; but as the hours passed by in her vain 
trust that the labour would end of itself, all favouring chances 
passed away, and when the operation was at last bcRun with 
the fading d^yUght and finished with candle-light, the prognosis 
for the woman was utterly dark, and her child was already 
dead. 

In canying out the operation I judged it best to follow Mliller's 
modification of causing the uterus to project unopened through 
the wound in the abdominal waUs, and constricting it with a liga- 
ture before opening it for two reasons : First, There was no hope 
of saving the child whose heart-beats were no longer audible, and 
the mother could thus be saved loss of blood without endangering 
foetal life through interruption of placental circulation. Secondly, 
As it was probable that decomposition had already set in in the 
uterine contents, it was important to make full provision against 
allowing entrance of any uterine fluid into the peritoneal cavity; 
this was eflfectually secured by opening the uterus, as it were, 
outside the abdominal wound, the edges of which were kept firmly 
closed behind it, 

in. THREE CASES OF CESAREAN SECTION. 
By Surgeon-Major Arnott, Bombay Medical Department. 

The conditions under which in India we treat disease, or carry a 
patient through the dangers of parturition or of operative mid- 
wifery, are widely difierent from those which obtain in this 
country. In some respects they are favourable, but, on the whole, 
I think we have more difficulties to contend with than fall to your 
lot here. Among favourable conditions may be mentioned the 
life in the open air, and with plenty of light, which the warmth 
of the climate renders not only pleasant but necessary. Among 
the poor at home, especially in large and rapidly growing towns 
like Glasgow, but more or less in all towns, health is gradually but 
surely deteriorated by overcrowding in houses which are badly 
or not at all ventilated, and in which light also is deficient. In 
India, in Bombay, for instance, a large, busy, growing town, with 
extensive commerce and manufactures, and therefore in many 
points similar to such towns as Glasgow, Liverpool, and Manchester, 
there is much overcrowding and much poverty; but the warm 
equable climate invites you to open every window and door to 
admit the air fresh from the sea in every possible way, or better 
to leave the house, and spend as much time as possible in the 
open air. I do not doubt that among other things to be presently 
mentioned, to this open-air life is largely due the comparative 
healthiness of Bombay, and the absence among the children of 



64 . THEBB CASES OF GiSSABEAN SECTION, 

the poor of the extreme prevalence of scrofulous diseases which 
characterizes that class in manufacturing and commercial towns 
at home. The generally temperate life of the people, and 
especially of the women, the simple life, and possibly the nearly 
exclusive use of a vegetarian cereal as diet, and the generally calm 
apathetic character, are favourable, to which must be added in 
Bombay the advantages of an excellent water supply, as good 
nearly as Loch Katrine, and an admirably worked health depart- 
ment, which two latter are among the many blessings which the 
enlightened, and benevolent, and unselfish British Government 
endeavours to carry into every part of India. 

But, on the other hand, we have unfavourable conditions in the 
prevalence of a syphilitic taint — ^in the efiFect of malaria, to which the 
great majority of our patients have been subjected — in the very 
frequent presence of scurvy, or of some other form of " poverty of 
blood," to use a trite phrase, caused in the one case by an 
insufficient supply of fresh vegetables and fruits, and in the other 
by insufficient nutrition owing to poverty, and this latter not 
infrequently amounting to semi-starvation — and, finally, from the 
influence of the causes above alluded to, and the eneiTating and 
debilitating action of the climate for generations, the native has less 
vital force, and the lamp of life is in her more prone to flicker 
and die than in the hardier and more robust European. In these 
general causes may be added, in the case of midwifery operations, 
the great prevalence of osteomalacia in Mohammedan women, which 
I hope to have an opportunity of bringing before the Society on 
a future occasion in connexion with cases of craniotomy ; and 
last, and most important, the unfavourable condition in which 
patients are brought to us, having generally been long in labour, 
and under the injurious ti^atment of native dhais, or midwives. 

I must ask your indulgence for the very imperfect descrip- 
tion of two of the cases of Csesarean section. At the end of 
January I wrote to Bombay for the original cases, but they have 
not arrived. The other case is not so well detailed as I could 
wish, being written by native students; and though creditable 
to them, is not so good as I should like to place before you. 
The post-moitem examination, also, in two of the cases was done by 
students, because natives object so strongly to these examinations, 
that if they had waited my arrival there might have been no 
examiuation at all. They always wish to remove the body as 
soon as a case is hopeless, or as soon as death occurs. 

My first case occurred in 1879, and I give the following chiefly 
from memory: — J. K., age 26, Hindu (Bunnia), married, multipara, 
has had two children bom at the full time, and moUities ossium 
came on after the birth of the last. Was admitted on September 
3rd, 1879. I do not remember precisely how long she had been in 
labour, but it was some considerable time. She was a woman in a 
very cachectic condition, and had a very copious eruption of syphi- 
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litic rubia ; there were also specific sores on the genitals. The 
pelvis was extremely distorted in all its diameters, and it was ob- 
vious that the child could not be extracted by craniotomy or 
cephalotripsy* After consultation with my colleagues Dr Cook, 
the Principal of the College, and Dr Blanc, the Senior Surgeon, I 
determined to perform the Csesarean section. I had not a spray 
producer, but carbolized lotions were used and antiseptic dressings. 
The operation was performed in the usual way, and with the usual 
preliminary precautions, Dr Blanc assisting me. Chloroform was 
used. All haemorrhage was checked before opening the peritoneum, 
which was then incised. The uterus was then steadied by an as- 
sistant, and I rapidly incised it, seized the child, extracted it, tied 
and cut the cord, and gave it to an assistant previously warned to 
take care of it, and it soon began to cry lustily* When I had com- 
pleted the uterine incision, Dr Blanc seized the edges of the uterine 
wound, placed them in contact with the external parietal wound so as 
to prevent effusion of blood into the peritoneal cavity, while the 
same manipulation checked haemorrhage. Having given the child 
to an assistant, I removed the placenta and membranes, and cleared 
the cavity of the uterus of clots, etc* Uterine action was 
now induced by pressure and the administration of ergot, 
the uterine wound sutured by silver sutures, all blood, etc., 
sponged out of the peritoneum, and the parietal wound 
sutured also by silver wire, and finally dressed and bandaged. 
All went well for four or five days, but her health was so 
bad, and she was so syphilitic, that I feared imhealthy action, 
which sure enough occurred; the lower part of the wound 
suppurated, there was some peritonitis, and a violent diar- 
rhoea occurred, under which she sank on the 12th, nine days after 
the operation. The child did welL 

My second case, admitted on Aug. 25th, 1882, was as follows : — 
CoBsarean Section, — ^K. D., aet 25, Hindu (Deccan, Mahratta) ; 
residence, BycuUa ; birthplace, Sattara, Deccan ; was admitted into 
the Sir Jamsetjee Jejeebhoy Obstetric Institution, Bombay, at 
6 P.M. on 25th August 1882. She had completed the ninth month 
of her fourth pregnancy. Her first parturition, a normal one, 
occurred about eight years ago, and was followed by pains, as she 
said, all over her body. Her second labour, also normal, occurred 
about six years ago ; and after it she again had pains and stiffness 
of the hip-joints. Her third pregnancy terminated at the seventh 
month, about a year ago, and since then she has had no particular 
ailment. In the present labour she first observed labour pains about 
4 A.M. ; soon after the membranes ruptured ; and in the evening, as 
the case made no progress and her strength was failing, she was 
brought to hospital. 

The patient is much deformed. WhUe walking she is much 
bent, placing her hands upon her knees, and thus supporting the 
trunk. When lying down the thighs are flexed on the trunk, and 

I 
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any attempt to straighten them is painfuL She is anaemic, and 
rather emaciated. The pulse is 100 ; temperature normal ; foetal 
heart sounds audible, and 136 per minute; slight labour pains 
occur. On vaginal examination, vertex found presenting, first 
position, OS dilatable, membranes ruptured; pelvis exceedingly 
distorted and rostrum-shaped ; ischial tuberosities so approximated 
that a finger could not be introduced between them, but posterior 
to them two fingers could be passed. The brim of the pelvis much 
contracted, measuring about If inch in transverse diameter, and 
somewhat less in the conjugate, but there was some difficulty in 
determining them. The measurement between the anterior superior 
iliac spines was 9 inches. 

After consultation with my colleagues of the Grant Medical Col- 
lege, Surgeon-Major Bainbridge and Surgeon Hatch, I determined 
to perform the Csesarean section, which I accordingly did at 9 
P.M., with their kind assistance. The usual precaution of relieving 
the bladder and rectum having been taken, the patient was placed 
under the influence of Bryant's anaesthetic, and the operation per- 
formed with antiseptic precautions. The abdominal incision ex- 
tended from about 3 inches above the umbilicus to the same dis- 
tance below it Before opening the peritoneum, one or two small 
bleeding vessels were twisted. The peritoneum was then opened, 
and a fold of small intestines found between the uterus and the 
abdominal wall at the lower part of the incisions, which was 
kept out of harm's way by a piece of sponge. The uterus then 
being fixed, its cavity was rapidly opened, and the wound 
extended by cutting with scissors. The placenta was found 
attached to the part of the uterine wall incised, and as much of 
it as necessary was rapidly separated, and the child (a male) 
extracted, and given to an assistant for restoration, and which was 
fortunately successful. A subcutaneous injection of sclerotic acid 
(grs. 3) was now administered, and soon after repeated, and at the 
same time the placenta and membranes separated and removed, 
and the cavity of the uterus cleaned, the edges of the uterine wound 
being held in contact with the edges of the abdominal wound to 
prevent any haemorrhage into the peritoneum cavity. For a few 
seconds there was rather free haemorrhage from the uterine 
vessels, but under the application of ice to the cavity, of 
pressure, and also, doubtless, the action of the sclerotic acid, 
the wound contracted, and haemorrhage ceased. The uterine 
wound was now stitched by catgut sutures, and the peritoneum 
cleaned, and the edges of the abdominal wound closed up similarly. 
A piece of gutta-percha tissue was then placed over the wound, 
and over it, in alternate layers, oarbolized gauze and oakum, then 
a piece of mackintosh, and finally a many-tailed bandage. A 
drainage tube was introduced into the os uteri from the vagina. 

The whole operation, including dressings, lasted exactly 
three-quarters of an hour. The patient bore anaesthesia well. 
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and at 11.30 p.m. was awake; pulse 100, and of a fair 
volume. 

5t Quinse disulph. grs. 2. 
Opii, . . gr. iss. 

1st Morning after Operation. — For some hours after the operation 
the patient was quite quiet and free from pain, and was able to 
take a little bland nourishment, viz., conjee and mUk. But towards 
morning she became restless, complained of much thirst, and the 
pulse increased in frequency. At 4.30 A.M. she passed some urine. 
A pill was now given, and she soon after fell asleep, and slept for 
some hours. 

7 A.M. — Temp. 101° ; pulse 128 ; no haBmorrhage. 

Is^ Evening after Operation. — At 9 a.m. the urine was drawn off, 
and ordered to be done every six hours. During the day she slept 
occasionally, and did not complain of much pain, but had a little in 
the loins and at the wound. Was thirsty, and from time to time 
took nourishment. 

Quinine and opium pills. Also a little nitre in tisane. 

7 P.M.— Temp. 101°4 ; pulse 140 ; resp. 32. 

2nd Morning after Operation. — During the early part of the 
night was very restless, but became easier towards morning, and 
very thirsty. Took milk and conjee, also medicine. No pain 
complained of. 

7 A.M.— Pulse 144 ; temp. 100* ; resp. 32. 

2nd Evening after Operation. — Passed some urine about 8'30 
A.M. Was pretty easy in the forenoon, and slept from 11 a.m. till 
3 p M., when she had a fit of coughing, after which she felt faint 
and perspired very freely. The abdomen became tympanitic, but 
was not painful or tender. Breathing became rather laboured, and 
cough was troublesome. Urine freely secreted. 

6 P.M.— Pulse 140 ; resp. 32 ; temp. 99^-6 F. 

Treatment and diet continued ; also a mixture of chloroform and 
assafoetida. 

Zrd Morning after Operation. — The mixture of chloroform and 
assafoetida caused the expulsion of wind both by mouth and anus, 
but caused nausea and retching. She was rather restless all night. 
Passed about 10 oz. of urine in bed unconsciously. Perspired 
very freely. 

7 A.M.— Temp. 101** ; pulse 130 ; resp. 32. 

At 10 A.M. Dr Carter, First Physician, J. J. Hospital, and Mr 
Gray, Senior-Surgeon, J. J. Hospital, saw the case with me in 
consultation. It was determined, though not unanimously, to 
introduce a drainage-tube, which was done. On opening the 
lower part of the wound some healthy serum exuded, and the 
intestines were seen quite healthy. 

3rd! Evening after Operation. — During the day she became more 
restless; had much irritability of stomach, cold sweats, and 
towards evening her extremities became cold. 
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At 10 P.M. she died. 

Post-mortem nine hours after death. All the viscera healthy ; some 
inflammatory congestion for about two inches on either side of wound; 
rest of parietal peritoneum and the visceral peritoneum healthy. 
Uterus about the size of an adult's fist ; some inflammation on either 
side of incision ; wound healing kindly. No inflammation in pelvic 
cavity. About 4 oz. of sanious serum in Douglas's pouch. 

The above is an abstract from the somewhat imperfect reports 
kept by students of the Grant Medical College, Bombay. Tt was 
a case of extreme deformity from osteomalacia, and the woman 
badly nourished, and living in poverty, had been exhausted by 
being, at least, fourteen hours in labour. There was no difficulty 
in the operation, and the amount of blood lost was slight, — not 
more than four or six ounces. On looking over the record of this 
case at this distance, it seems to me that it steadily went from bad 
to worse, but at the time I had strong hopes of her recovery ; and 
on the early morning of the 28th (the day of her death) she appeared 
better ; could pass urine voluntarily and freely ; could take conjee 
and milk without difficulty, and the nausea and also the cough 
which had troubled her appeared to be considerably ameliorated, 
having been partly caused by the mixture of chloroform and 
assafcetida. The pulse also had come down a little in frequency, 
and the patient was more cheerful and hopeful, as I well remember, 
though these points are not noted in the case. There was diflFerence 
of opinion as to the propriety of re-opening the wound, and of intro- 
ducing a drainage-tube, as it was not clear that there was any 
collection of unhealthy fluids, and the effect of again opening the 
peritoneum and introducing a tube was feared, but the opinion of 
the majority was acted on. I am now satisfied the introduction 
of the tube was injurious ; the patient rapidly and steadily became 
worse, and when I paid my evening visit it was obvious that a 
fatal result would soon occur, which it did at 10 P.M. Probably a 
fatal result would have ensued if she had been left alone, but not 
so soon. 

My third case was admitted on 25th April 1883. H. S. C, age 
24, married, had had two children, subsequent to which osteomalacia 
occurred. Labour at the full term commenced on 24th April, 
and she was admitted on the 25th. She was an extremely feeble, 
cachectic woman. Os dilated ; membranes ruptured ; vertex pre- 
senting in 1st position; pelvis extremely distorted, no diameter 
of the outlet being more than 1 J inch, and the cavity and brim giving 
hardly a larger measurement. After the usual precautions the 
patient was placed under chloroform, and the operation performed 
under the carbolic spray. The operation was performed in the 
usual way, and as described in a former case; but having tried 
to do with a small abdominal incision, I incised the uterus rather 
low towards the cervix, and this caused difficulty iu the closure of its 
wound, which, however, was sutured by catgut sutures, while silver 
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wire was used for the abdominal wound. Before closing the uter- 
ine wound its contraction was promoted by subcutaneous injec- 
tion of sclerotic acid and by the application of ice. The dressing 
was of carbolized oil on lint, covered by oakum. In this, as in all 
the other cases, a drainage-tube was introduced into the uterus per 
vaginam. There was some difficulty in reviving the child, but it 
cried strongly after about five minutes, and did well. The mother 
never fully recovered from the shock of the operation ; she suffered 
no pain or distressing symptom such as retching, but sank after 
36 hours. No post-mortem was allowed. 

The result of the three cases was that three children were saved, 
and that one mother lived into the 10th day, one lived almost exactly 
3 days, and the third 36 hours. 

It is, of course, unsatisfactory that in all three the mother died, 
but I hope for better results in the future. 

I present these cases for the consideration of the Society, and 
solicit opinion as to the comparative merits of Caesarean section, 
and modern modifications of it ; also as to best kind of ligatures, 
sutures, and dressings, the best anaesthetic, and the circumstances 
which at the time of the operation, or subsequently, would demand 
the introduction of a drainage-tube, and of what kind. I have not 
yet had an opportunity of seeing or even of reading about all the 
latest improvements in antiseptic surgery, and the valuable and 
weighty opinions of the Members of this Society will guide me 
if on my return to India similar operations fall to my lot. 

Dr Ralliday Croom felt that it was difficult to express any 
definite opinion as to the case of Porro, as he had seen no cases 
save that done by Dr Simpson. He asked Dr Simpson whether 
he still thought it good practice to apply the ligature tightly round 
the cervix before removing the child. Of course, he quite admitted 
that the tedious labour in this case was quite sufficient to account 
for the untoward result, but he felt that the chances might be 
improved, so far as the child was concerned, by leaving the ligature 
loose until, the removal of the foetus. From Dr Arnott's cases it 
would seem that the results of the Caesarean operation were almost 
as good as those of Porro, but there must always be a certain 
advantage in having the stump external. He was surprised to 
find there was no great haemorrhage in the case in which Dr Amott 
cut into the placenta. He believed that Dr Amott's success in 
saving the children was due to his removing them before interfer- 
ing with the cervix. 

Dr Berry Hart asked Dr Simpson whether it was not likely 
that the shortness of and tension on the pedicle were not sufficient 
to account for the untoward result. He thought at the time that 
the pedicle was too short, and he now believed that a better result 
would have been obtained had a part of the uterus been clamped 
as well. He asked Dr Amott what he did with the ends of the 
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silver sutures, whether he cut them short or left them long. He 
advised Dr Amott to try Porro's operation in his next case. 

Dr UnderhUl had read of several cases in which silver sutures 
had been left in, and where they had become encysted. 

Dr Peter Young had made a series of experiments on rats 
some time ago as to the results of employing silver sutures, and in 
nearly ever}' case he had found them encysted and giving rise to 
no trouble. In Dr Simpson's case he had no doubt that the 
unfavourable result was in great measure brought about by the 
tumour, which, being left in, had undoubtedly kept up unhealthy 
action. He had no doubt but that Porro's was the best operation 
under these circumstances. 

Dr Barbour referred to the impossibility of effecting drainage in. 
Dr Simpson's case, owing to the position and nature of the pedicle- 
Owing to its mode of attachment it was impossible to put a drain- 
age-tube below it, and this ought to be taken into account in com- 
menting on the case. 

Professor Simpson said that had he had more consideration for 
Porro's operation and less for the woman he would not have per- 
formed it in this case. The mother was much exhausted by her 
prolonged labour, and the child was probably dead before he began. 
He admitted that it was a pity he could not have a longer pedicle, 
but he had difficulty in applying the ligature at all, on account of 
the position of the child's head, and the nature of the pedicle 
obtained prevented the application of the drainage-tube. However 
desirable, it was quite impossible to attempt removal of the tumour. 
Dr Arnott's cases are extremely interesting. Malacosteon is a very 
rare disease here, but he thought Dr Amott would find it advisable 
to remove uterus and ovaries in future, as the experience of the 
Italian operators goes to show that the disease is stopped by this 
procedure. Sanger makes a good suggestion as to the closing of 
the wound, namely, to dissect off the peritoneal membrane from the 
uterine wall, to cut a wedge-shaped portion from the edge of the 
muscular walls, and bringing them together, and thus permit the 
peritoneum to unite by a flat surface instead of a mere edge. It 
should be noted, in reference to this case, that the important con- 
dition of early operation was absent, and the albuminous condition 
of the urine was extremely unfavourable. 

Dr Amott said that in Csesarean section the haemorrhage occurred 
from the wound in the uterine walls rather than from the placental 
site. He did not think the difficulties of the operation were much 
increased if the placenta happened to be placed on the line of in- 
cision. Of course he would now use silk in all cases in preference to 
silver for sutures. With regard to the stump in Dr Simpson's case, it 
seemed to him that the difficulty was due rather to the bulging of 
the tumour than to the shortness of the stump. He thought that 
quickness in operating was of the highest importance in saving the 
child. He had been struck by the frequency of malacosteon in 
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India. It was rare in primiparse. It usually occurred in multi- 
parae, and they almost invariably referred their altered health to 
the efifects of the previous pregnancy. It was a curious circum- 
stance that the condition affected Mussulman women more 
frequently than Hindoos. 

IV. THE ANATOMY AND RELATIONS OF THE UTERUS 
DURING THE THIRD STAGE OP LABOUR AND THE 
FIRST DAYS OF THE PUERPERIUM. 

By A. H. Frbbland Barbour, M.D., F.R.C.P.Ed., Assistant to the Professor 

of Midwif eiy and the Diseases of Women. 

Our knowledge of the anatomical changes in the uterus after the 
expulsion of the child and during the early puerperium is very 
defective. Recent investigation has thrown some light on the 
anatomical relations of the membranes before labour has begun, 
on the mode of delivery of the placenta and membranes, and on the 
subsequent changes in the interior of the uterus, especially at the 
placental site. But we are still quite in the dark as to the time 
and mode of detachment of the placenta and membranes,^ and 
even on the above-mentioned points the ascertained facts are 
few, and there is difference of opinion as to their interpretation. 
The anatomical relations of the post-partum uterus have not 
been accurately described. 

It is remarkable that on a subject that has so many practical 
bearings our knowledge is so scanty. The much disputed ques- 
tion of the management of the third stage will never be settled 
until the physiological process is known, for scientific treatment 
is always that which most closely imitates nature. Adherent 
placenta will be elucidated by a knowledge of the normal attach- 
ment and separation of the placenta. Post-partum haemorrhage is 
certainly related to the local changes in the vessels, as well as to 
the contraction of the uterus. Puerperal septicaemia, and more 
remotely endometritis, are also caused by a disturbance of the normal 
changes. Pelvic inflammation in the puerperium becomes more 
intelligible when we know the normal anatomical relations of the 
post-partimi uterus. 

The reason for the deficiency in our knowledge is twofold. In 
addition to the ordinary diflSculties of clinical investigation, there 
is this special one — that it is not justifiable, if it were possible, to 
examine the interior of the uterus in normal cases during the third 
stage. For anatomical investigation, it is difficult to get suitable 

1 And yet we read, in a recent article on the physiology of the third stage 
of labour, — " At present it is to be considered as an ascertained fact (?), and 
one can convince nimself of it in every case, that immediately after the birth 
of the child the placenta becomes detached, as the result of the diminution of 
the placental site, and then remains folded towards its uterine surface within 
the uterus," etc. — Archiv /. Gyn,, Bd. xxiii. p. 286. 
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material : it must be fresh, and from a normal case. The post« 
partum uterus rapidly undergoes post-mortem changes^ and every- 
one knows how, for instance, the pathology (and treatment) of 
erosion of the cervix suffered from the examination of faulty 
material As the majority of deaths in the early puerperium are 
due to pathological changes in the uterus, the difficulty of getting 
normal post-partum uteri is great The material which I have as 
yet collected is small, but it brings out some facts which have 
not been recorded. Before describing it we must give a resuni^ 
of the work which has been already done. 

Historical BesumS. 

We give here the literature of the minute anatomy of the mem- 
branes, so far as it bears on their mode of separation and the 
changes in the uterus post-partum ; and that of the separation and 
expulsion of the placenta. 

A. Anatomy of Membranes and of Interior of Uterus post-partum. 

William Hunter anticipated the results of more recent investi- 
gation by describing the post-partum uterus as lined by "a stratum" 
of the decidual membrane,* which did not come away on delivery. 
This stratum we now know to be a portion of the deeper spongy 
layer of the decidua. 

Chisholm ^ describes the interior of the uterus in a case that 
died on the seventh day post-partum. He also" gives the results 
of investigations on the uteri of lower animals, and describes 
follicles as being present in the lining membrane of the uterus 
after delivery. 

Matthews Duncan draws attention to the above-mentioned state- 
ment of Hunter's in an interesting paper on the " History of the 
Mucous Membrane of the Body of the Uterus/' * In a more recent 
contribution * he maintains that this is the correct view, in opposi- 
tion to that of Cruveilhier and of Heschl, who asserted that the 
inner surface of the uterus was laid bare down to the muscular 
coat. He gives the results of the examination of several post- 
partum uteri in support of this. 

W. 0. Priestley^ describes, amongst other preparations, a uterus 
from the ninth month of gestation, in which he found that the 
membranes when artificially detached left " a layer of nucleated 

^ An Anatomical Description of the Human Gravid Uterm and its Contents, 
p. 55. 

^ Monthly Jowmal of Medical Science^ Sept. 1854. 

5 Edin, Med. Joum,, 1857-58, voL iii. p. 688, and Researches in Obstetrics, p. 
222. 

* " The Internal Surface of the Uterus after Delivery,*' Researches in Obstet- 
ricSf p. 186. 

* Lectures on the Development of the Gravid Uterus, Churchill, London, 1860 
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particles, subtended by delicate fibrous tissue lying between the 
muscular fibres and the decidua. ' ^ He also speaks of " tubular 
follicles deeply planted in the uterine substance, which do not 
separate with the membranes, but remain as centres of reproduc- 
tion, to assist in spreading a thick secretion of epithelium over the 
surface of the uterus when occasion requires." ^ 

Dohm^ was the first to give a clear and complete account of the 
minute anatomy of the membranes ; but his original paper does 
not bear specially on their separation. 

Friedldiider * gives the results of the careful microscopic exam- 
ination of a uterus from an early period of gestation, and also from 
the sixth and the eighth months, also one 14 hours, and another 
three days after delivery. He describes the decidua in the later 
months of gestation as differentiated into two layers — ^an inner 
cellular and outer glandular. The inner consists superficially of 
cells, •02--06 mm.thick,mostly rounded,and separated by a delicately 
punctate intermediate tissue ; more deeply it is mainly composed 
of fusiform cells. The outer or glandular layer shows compressed 
cavities, which only exceptionally communicate with each other, 
and are usually empty. These are lined with a single layer of 
cylindrical epithelium. During the first week after delivery he 
found the whole of the glandular and part of the cellular layers 
lining the uterus, and he concludes that both the membranes and 
placenta are detached in the plane of the cellular layer. In the 
second week the cellular layer comes away in the lochia, and the 
glandular spaces are opened into. Subsequently the epithelium of 
adjoining exposed gland-spaces comes to be continuous through 
the melting down of the intermediate tissue. 

In a second^ paper he confirms these observations. 

Tv/msr ^ has described and figured the relation of the decidua 
in a uterus at the fifth month. He describes the spongy layer 
as composed of spaces " separated from each other by trabeculae, 
which were sometimes broad bands of tissue, but at other times 
slender bars." He did not find epithelium lining them in this 
preparation or in uteri at later stages of gestation. 

Kundrat and Engelmann ^ have examined three uteri with ova, 

^ Lectyres on the Development of the Gravid Uterus, p. 99. * J6., p. 100. 

* "Ein Beitrag zur mikroskopischeii Anatomie aer reifen menschlichen 
EihtiUen," Monats. f, Geburstkunde, 1865, p. 114. 

* Physwlogisch-anOftomische Untersuchung uber den Uterus. Simmel, Leipzig, 
1870. 

^ " Ueber die Innenflache des Uterus post-partum," Archiv /. Gynak.y Bd. 
ix. 8. 22. 

* " On the Placentation of the Apes, with a Comparison of the Structure of 
their Placenta with that of the Human Female," Phil. Trans, of Royal 
Society, London, 1878. 

' " Untersuchungen tiber die Uterus-schleimhaut," Strieker's Med. Jahrh. 
1873. In American Joum. of Ohstet., May 1875, Engelmann embodies these 
investigations in a very full and interesting paper on " The Mucous Membrane 
of the Uterus." 

K 
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atid two twm which ova had been expelled, from the first month ; 
one with ovum, from the second; two with ova, from the third; and 
nine with ova, from the fourth month to full time ; also several 
post-partum uteri. They confirm Friedlander's description of the 
membranes, but find the spaces in the spongy layer to have lost 
their epithelium in the later months, except at the very bottom of 
the glands, and speak of the entire spongy layer as remaining in 
the uterus post-partum. Along with Friedlander, they describe as 
belonging to the decidua reflexa a layer of cells, which we shall 
iiee Edlliker, Dohrn, and others rightly refer to the chorion. 

Lcmghans}- describing a uterus from the 14th week of pregnancy, 
divides the decidua into three layers, according to the concUtion of 
the glands: the upper containing their straight ducts, widely 
separated by decidual cells; the middle, their dilated and convoluted 
portions, which produce the appearance of a spongy layer; the 
lowest) their contracted terminations. Underneath the placenta 
the last layer is not distinguishable; at its margin the spongy 
layer is very well developed. This preparation suggested to him 
that the line of separation was in the spongy layer, and examination 
of uteri from the 20th and Uie 30th week and at full time strength- 
ened this view. In the post-partum uterus he foimd a reticular 
appearance, which he ascribes to the divided glandular spdices. 
There was no fatty degeneration along the plane of separation. 

Lecpold^ gives a very complete and consecutive account of the 
membranes at the various periods of pregnancy. Bis material y^9& 
as follows >— From 1st month, in addition to some separated ova, 
one uterus with ovum ; from 2nd, four ova, some still attached in 
part to uterus; from 3rd, septate uterus with ovum, as well as 
three isolated ova ; from 4th, two uteri ; from 5th, two uteri ; 
from 6th and 7th, three uteri ; from 8th, two fresh uteri ; at full 
time, one fresh uterus, as well as other spirit-hardened ones. A 
full description is given, illustrated by beautiful coloured draw- 
ings, which, though reproduced from photographs for exactness, are 
somewhat diagrammatic in their detail. The most important facts 
with regard to the membranes may be thus summarized, — the two 
layers of the decidua vera, compact and ampuUary (cellular and 

flandular, as named by Friedlander), are distinguishable from the 
rst. On separating the membranes artificially by traction, in a 
uterus at the eighth month, " the tear runs in the meshy layer of 
the decidua," the septa between the spaces breaking across ; two- 
thirds of the decidua vera remain attached to the uterine wall, 
and a number of arteries and veins are torn across. He confirms 
Friedlander's observation as to the occurrence of spontaneous 
thrombosis in the veins below the placental site, and finds the 
same change in the serotinal veins. 

^ ^' Die Ldsui)^ der mutterHchen Eihaiite,'' Archwf, ixynUk,^ Bd. viaL s. 287. 
' ''Studien iiber die UtenLs-schleimliaut wahrena Menstruation, Sbhwan- 
gerschaft, und Wochenbett, II. Theil," Archivf, Gynak^ Bd. xi s. 443. 
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Blacher,^ from the examination of fresh plaoento, two ova at 
the third month, aome spirit preparations at various montha q£ 
piegnancy> and one fresh uterus at end of pregnancy, maintaina 
that a few of the spaces in the spongy layer are glands^ but tibat 
the majority are dilated veins> and that they are more numerous in 
the deeidua aerotina than in the vera. The difference in his results 
may be due to his having ii\jeoted his preparations, which would 
distend the sinuses and compress the gland spaces; otherwise, it 
is difficult to reconcile his statements with those of the majority of 
other observers. 

KustMT^ has examined the membranes after delivery, and finds 
the layer of deeidua on the chorion to be thickest near the placenta ; 
usually it has a honey*combed appearance, which means that the 
separation has taken place in the spongy layer; where this is 
absent, and the decidual layer on the chorion is thin and smooth, 
separation has occurred in the compact layer. Bound the rent in 
the bag of membranes the chorion was sometimes (in 12 out of 52 
cases) bared of deeidua, which began distinctly at some distance 
from it ; in the other cases the deeidua was continued up to the 
rent, but as a thinner layer. This impUes a difference in the 
thickness of the presenting bag of membranes. 

Kolliker^ has made a fresh investigation of the glands in the 
deeidua during pregnancy, which he described in the first edition 
(1861) of his Entwickelungs-geschichte. The hypertrophy at first 
affects the whole course of the glands, but is afterwards limited to 
their upper and middle portions, — the latter forming the spongy 
layer ; in the last months, after the blending of the vera and 
reflexa, they disappear, not only in the cellular but also in the 
upper part of the spongy layer. Their epithelium becomes 
destroyed from above downwards, and at last may only be found 
at the very bottom of the glands. 

B. Separation and Expvlsiont of the Placenta. 

The literature on this subject is scanty. The mode of expulsion 
of the placenta has been studied clinicaUy, but, so far as we know, 
no anatomical observations have been made, As to its separation 
atill less is known, nor can we reason from the results of exp^ri* 
ments on animals to the human femala 

Zetnser^ experimented on dogs to ascertain the mode of the 
separation of the placenta, with the following results :'^During 
an early period uterine contractions produced by the vivisection- 

^ ^'Ein Beitrag zom Bau der menschlichen Eihullen," Archw /. Qyn^ 
Bd. x. 8. 459. 

' ''Die Losung der mtitterlichen Eihattte vor und bei der r^tzeitigen 
Gebnrt," Arehivf. GyrM,, Bd. xiii. s. 422. 

' Entvnckeltmgs-geschickte des Menschen und der hdheren Thietej lie. 



Aufeabe, Leipzig, 1879. 
^ Vie ph/ysiologische Lik 



Loiung des MutterkiichenSy QiesBeii, 1 B65. 
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experiment do not detach the placenta ; at a later period, if not 
detached by diminution of the placental area, it is by the general 
compression of the uterus ; at full time it is more quickly and 
completely separated by the uterus contracting on it, than by 
diminutiou of the placental area. He studied also the mode of 
its delivery clinically, by passing the hand into the uterus before 
the expulsion of the child. He found the placenta presentLM by 
its lower margin in 79 cases which be examined ; it lay folded 
towards the maternal surface in 48 cases, and towards the foetal 
in 13. 

Schvltsx'^ afSrmed that the placenta is usually expelled with its 
foetal surface bulging forwards, so that this presents at the os uteri 
{v. Fig. 1, A), and that blood is effused beneath the placenta, which 
favours its being driven onwards. 



Tfl 



Matthews Dwnmn^ has described the mode of expulsion of the 
placenta very clearly, as the result of his own clinical observations. 
He shows tiiat the usual mode of its expulsion is that represented 
in Fig. 1, B; that thus the placenta passes the cervix in the smallest 
bulk, and there is no retro-placental bsemorrhage ; that the mode of 
expulsion described by Schultze is due to traction from below. 

Ahlfeld* is, as far as I know, the only one who has studied the 
mechanism of the separation of the placenta on a uterus from 
Porro's operation. As his preparation is the only one which we 
have to compare with two which we shall presently describe, we 
give his results more fully. 

* Wandtaftln «w Sehwa-agent^ft und Gebvrtdnmde. 

* " On the Mechanism of the li:ipulsioii of the Placenta," Edm. Med. Joar . 
April 1871. ' 

' BeruMe und ArbtUen aus der QeburUhulflitA-gyn/ikologUdien KKnA eu 
ffwwm, 1861-62, Leipzig, 1883. 
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The operation was performed for contracted pelvis ; the pains b^an three 
weeks before full time ; the elastic ligature was tlm)wn round tne lower 
uterine segment before the uterus was incised. The uterus, four hours after 
the operation, was 16 cm. long, and 15 cm. broad. The wound, by which the 
child was removed, hty two-thirds on the anterior wall and one-third on the 
fundus ; it was 6 cm. wide, and the upper edge of the placenta projected 
through it. The placenta was attached all over, most firmly at its margin, 
except at the upper part ; when the finger was introduced here, it could eaisily 
detach it tow£urds the centre. As to the membranes, the amnion was stripped 
off as far as the cord, while the chorion covered all the inner wall, and so 
firmly that it could with difficulty be separated ; the membranes were nowhere 
raised by haemorrhages. On slitting open the anterior wall of the uterus it 
was noted that the placenta measured 15 cm. (5| in.) long, and 12 cm. (4f in.) 
broad, and was situated entirely on the posterior wall. The finger could be 
easily pushed into the heart of the placenta, but the margin was firmly 
attached. 

The uterus was put in Muller's fluid in a flat vessel, and next morning it 
was observed that the contraction had increased, the placental area being 
smaller and the uterine wall thicker. The placenta also bulged outwards. 
The cavity which had begun to form at the upper end was more spacious, so 
that the finger could easily be pushed into the centre of the placenta. It was 
still adherent round the margia. 

From this preparation Ahlfeld argues that " the diminution of 
area in the placental site is the most important factor in the 
separation of the placenta. Since a separation at the margin can- 
not result, as a rule, in the first stage, the central portion is elevated. 
The cavity, thus formed, is by aspiration filled with blood." 

Unfortunately the manipidation of the specimen prevents us 
from drawing any conclusions from it. The following criticism 
on his conclusions naturally suggests itself: the placenta did 
detach spontaneously at one part of its margin, the pushing in of 
the finger would detach it still more ; the slitting up of the anterior 
wall would allow the bulging to spread from the point when it had 
been artificially started. As we shall see, when we come to 
describe our own specimens, it is misleading to speak, as Ahlfeld 
does, of a uterine cavity into which the placenta can bulge. 

Description of Preparations. 

The preparations which I shall describe are the following : — 

I. Uterus with placenta and membranes undisturbed, from a case 
of Porro's operation. 

II. Uterus with placenta in situ, and membranes partially 
separated, from a case of Porro's operation. This and the foregoing 
preparation I owe to the kindness of Professor Simpson. 

III. Uterus with placenta, attached in part, from a case of 
abdominal section for haemorrhage during labour. For this I am 
indebted to Dr P. A. Young. 

IV. Frozen section of pelvis from a case that died from post- 
partum haemorrhage 1 J hours after delivery. 

y. Uterus from a patient who died of eclampsia 40 hours after 
delivery. 
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after deliveiy. Professor Greenfleld kindly gave me this prepara- 
tion. 

Pbkp. I, — P&TW* mith Flaeenta and Membmnes Undistwried,from a I 
Cast of Porro's Operatwn. 

Tbs operation was performed for a contracted (rickety) hrim, t 
at full-time, and when the pains were commencing ; the uterus was 
incised, and the child extracted before the ligature was thrown 
round the lower uterine segment — hence the blood was free to 
circulate in its walls ; the child was removed without any dis- | 
turbance of the membranes. I 

While the preparatioa was fresh, the following notes were made: — | 
The uterus, containing the placenta, measures 5| in. vertically, 5 J 
in. transversely, and 2f in. antero-posteriorly ; it weighs 3i lb. , 
On the anterior surface ia a gaping oval wound (Fig, 2, a b) which 



Via. X— Utsrui. iMn Tiom &a front, witb pUoeati ix ii'lii, Cmu a u» o( PuWi opendoo. U, 

irhicb fiBtaa vu eitncMd {ed, vounOrepmantlng Una of unpuuttou of Dteru. Li» I. ihosa 
direction oT sectloo given tn Flue I. The dotted line* lodlcate tbe higher poBithm of tba ■DHnd. 
Ihroaitb irhlcb ftaiui wucitnMadln tbaHwadeutof PotTo'sop«ndii&,andUiadir»Claii c^ 
the i^Kon giTBD In FUts HI. 

measures 2f in. vertically and 2\ in. transversely ; the umbilical cord | 
bangs out of it, and through it is seen the f^e surface of the 
placenta covered with the amnion. This wound represents the , 
opening through which the child was extracted. It is important 
to note that no part of the membranes hang through it ; the knife 
has made a clean cut into the uterine cavity, and the fcetus has 
been lifted out without any disturbance of their relations. At the 
inferior end is a wound (c d in Fig. 2) which measures 8 in^ 
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transversely, and 1 J in. antero-posteriorly ; through this we see the 
lower mai^in of the placenta. This represents the line of amputa- 
tion of the uterus, which passes through the inferior uterine 
segment. 

After an unsuccessful attempt had been made to inject the uterus 
with a ^ per cent. soL of nitrate of silver, it was left imdisturbed 
for six hours, then placed for some days in weak spirit, and finally 
in strong spirit. 

A series of vertical mesial sections were made for uaked-eye 
demonstration; these were cut with the hand, the uterus being 
embedded in paraffin.^ Portions were also cut out of various parts, 
and spedally hardened for microscopic examination. 

(a.) Naesd-Eyb Sections. — ^One' of these is represented in Plate 
I. (for line of section, see Fig. 1.) The drawing is accurate. The 
' colour is taken from that of Prep. II., as the nitrate of silver bas 
destroyed the natural colour. I may mention that in Plates III., 
lY., and YI., the colour of the mounted sections is as far as 
possible reproduced ; by the method of hardening and mounting 
described above> I have succeeded in retaining so much of the 
natural colour that it seemed quite worth while to reproduce it 
in the Plates. 

In Plate L we see the anterior wall, the fundus, and the 
posterior wall of the uterus in section, with the placenta attached 
to the posterior wall and filling the uterine cavity. The low^er por- 
tion of the anterior wall does not appear as it fell away after the 
vertical mesial 4siection was made ; it is indicated by a dotted line. 

Measurements taken along a line passing antero-posteriorly 
through the junction of the upper and middle thirds of the 
placenta «nd uteius give the thickness of the structures to be the 
following: anterior wall, ItV in. (3*2 cm.) — of which the mem- 

^ The best method of mounting such sections is to embed them between 
j>late8 of glass with glycerine Jelly. This is prepared as follows: — The gela- 
tine IB melted, clarified with white of egg, and, when almost cold, stramed 
tbrongh flannel; glycerine is added in the proportion of two parts to one of 
^latdne ; carbolic acid is dropped in^ two min. to ^i. of the mixture, to make 
it keep. I tried various proportions of glycerine and gelatine and other anti- 
septics, but found the above to answer best The section may be laid in water 
to take the spirit out ; if it is desired to keep the colour, or any matter which 
would wash away, it is best to mount it at once. A film of melted glycerine 
jelly is poured on one plate of glass ; the preparation is laid n^on this in the 
same way as a cover glass is laid on a section, which prevents air-bubbles from 
forming below it ; a second film of the glycerine jelly is poured on the section, 
and the other plate of glass laid on with the same precautions. Four pieces 
of cork, of the same thickness as the preparation, are slipped in between the 
i^meiB of the glass plates, and fixed witn gelatine. The glass is allowed to 
stand till the sections and corks have become fixed. A double layer of gummed 
paper is run round three sides of the plates so as to hold them together. Warm 
glycenne-jelly is poured in at the side left open, till Idie space between the 
plates is completely filled, the end is then ckeed with gummed paper. A strip 
of calico is nm round the whole margin, and this is covered with another layer 
of paper to give a smooth surface for the varnish. 



80 THB ANATOMY AND BELATIONS OF THE UTERUS, ETC., 

branes form about J in. (3 mm.) ; placenta, | in. (2*2 cm.) ;^ 
posterior wall t¥ in. (1-4 cm.) The greater thickness of the 
anterior wall is probably due to its being allowed to contract 
more, from being cut through by the incision; the posterior is i 
so far fixed by the placenta. ' 

The Placenta is attached to the posterior wall of the uterus. It 
is throughout its whole extent in close relation to the walls. On i 
unmounted sections, it is evident that it is at no point very .firmly '( 
attached, and certainly not more firmly attached at its margins 
than its centre; at the same time it is not free at any point. 
It measures vertically 5 in. (12-8 cm.) ; its thickness varies from 
I (1-9 cm.) to 1 J (3*8 cm.) in., being greatest opposite to the wound 
in the anterior wall where it has been free to bulge forwards. The 
area of its attachment is seen here to measure vertically 4^ in. 
(11'5 cm.) ; in transverse sections, we find that it is transversely | 
4 in. (10-2 cm.) 

The Membranes form a lining, about J in. ('3 cm.) broad, to the , 
anterior wall and fundus. Even to the naked eye, this lining \ 
appears as made up of two layers : a layer about I'l in. (1*5 mm.) 
broad thrown into wavy folds, there being about eight wavelets to ( 
an inch ; and a more delicate membrane passing along the crests ^ 
of the waves, and sending down prolongations into the troughs. 
The umbilical cord has been bisected, and processes of Wharton's 
jelly are seen to extend into the placenta. 

(6.) Microscopic Sections. — Portions of the uterine wall were 
cut out of half a dozen different places, and specially hardened for 
microscopic examination. Instead of making a diagrammatic draw- 
ing based on several of these, two of the sections have been given 
in Plate II. ; and I am indebted to Mr Tatham Thomson for the 
accuracy with which he has represented both the outline (as far as 
possible to scale) and the staining. 

Plate II., Fig. 1., shows a portion of the uterine wall and mem- 
branes under a low power, and stained with eosin. Beginning at 
the free (internal) surface of the uterus we have first a deeply- 
stained line which represents the epithelium of the Amnion: 
beneath this is a layer of less deeply-stained tissue, part of which 
belongs to the amnion ; while part lies in shreds between it and 
the chorion, which we have called the Sabamniotic layer^ 
Below this is another faintly stained band which is everywhere, 
closely applied to the decidua, and represents the whole 
(Friedlander and Langhans) or a part (KoUiker and Leopold) of the 
Chorion, The Decidua is thrown into a series of folds; it is 
evidently composed of a more superficial compact layer, and a 



1 We have applied the term '^subamniotic layer" to this tissue as indicating its 
position without implying its nature or origin. It has been called '* membrana 
intermedia'' and magma reticule (Velpeau), and by German writers "galleit> 
schicht ;" so far as we know, there is no English term for it. 
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leeper spongy layer.^ This last is broken up into spaces which are 
aost marked within the crests of the waves into which the 
Lecidua is thrown. The spongy layer rests on the muscular wall 
»f the uterus. 

From this section we learn that the membranes detach along 
wo planes. (1.) The amnion separates itself through the sub- 
^nmiotic layer, and is thrown into a series of primary and 
econdary folds which produce an appearance of branching papillae. 
Dhat these papillae are really due to an apposition of two layers of 
lie amnion is apparent from the spaces which run up into them, 
tnd from the fact that they unfold on traction. These spaces 
and the same holds good of the spaces below the decidua) are 
opened up by the mounting of the section. (2.) The chorion and 
lecidua are separated through the spongy layer of the latter. They 
ire thrown into broader and more regular folds, producing a wavy 
appearance. The decidua is detached at the crests of the waves, 
t>ut is still attached at their troughs. The separation of the chorion 
sind decidua, as the result of the diminution of area of the uterine 
wall, is not so complete as that of the amnion ; this is probably due 
bo the diflference in the elasticity of the membranes. 

Plate II., Fig. 2, shows another section from the same part of the 

uterus under a high power, and stained with picro-carmine. It 

was obtained by making a continuous drawing of two fields of the 

microscope. The epithelial cells of the Amnion are arranged in a 

single layer ; when a papilla is cut obliquely, the appearance of 

several layers is produced, as seen in one part of the section. 

They are cylindrical,* have a large nucleus placed towards the 

bottom of the cell ; the nucleus stains deeply with carmine, while 

the cell-substance takes on a decidedly yellow colour. It is note- 

w^orthy that they stain deeply with eosin, and stand out more than 

the decidual cells. This aflSnity for staining may point to activity 

of the protoplasm. The total thickness of the amnion is about 

•002 in. (-05 mm.), of which the layer of cells forms '0005 in. 

(•0125 mm.) The Subamniotic layer^ is seen to consist of a 

mucous-looking tissue with flattened nuclei scattered through it. 

* The terms " compact " and " spongy " describe very well the naked-eye char- 
acter of these layers. The term "glandular," introduced by Friedlander, suggests 
that the glan" ....... . , . , . .i i_ 

later months 
We think, 
" external." 

* KoUiker and others describe them as squamous, but A. Hotz (Ueher das 
Epithel des AmnionSy Dresden, 1878) shows that the epithelium of the amnion 
at full time is cylindrical. 

' Eolliker (<w. cit., s. 322) says that Schultze and Robin described this 
" gallert-schict as composed of multiform stellate cells embedded in a mucoid 
tissue. As to its origin, Robin believes it to be, like the Whartonian jelly, a 
product of the allantois, and therefore belonging to the chorion. It might 
possibly be part of the amnion, or the product of wandering cells and transu- 
oation oetween chorion and amnion. * 
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The Chorum appears as a layer of tissue which stains more of a 
brick-red hue, and passes imperceptibly into the decidua. It appears 
as a layer of nucleated fibrous tissue, about *0013 in. (*03 mm.) 
thick, below which there are several layers of rounded cells 
which Friedlander, Kundrat, Engelmann, and Langhans refer to the 
decidua; Dohrn. Leopold, and Kolliker, describe them as belonging 
to the chorion because they can be traced into the chorion frondo- 
sum. In this particular section they pass imperceptibly into the 
cells of the decidua, and might easily be taken for a part of that 
membrane. But in other sections, especially where the reflexa can 
be distinguished, which cannot be done in this one, they are sharply 
marked off. This band of cells is •002--003 in. (Oe-'Og mm.) 
broad, making the total breadth of the chorion about '004 in. (-1 mm.) j 
Here and there a faintly-stained, rounded space appears just below ' 
this layer ; these were first noticed by Friedlander, and are said by 
Engelmann to be remains of the primitive villi. In the sections 
figured in Plate II. the decidua reflexa cannot be traced ; in others 
it appears as a narrow layer of compressed cells beneath tiie chorion. | 
The superficial compa^ layer of the decidua vera (characterized by^ 
the rounded, sometimes branching, decidual cells without the gland- 
ular spaces) is seen in the section Fig. 2, which stops short at 
the commencement of the spongy layer. . The compact layer is 
about '008 in. ('2 mm.) broad, and the spongy layer — where not 
opened out — about '012 in. ('3 mm.) ; making the total thickness 
of decidua and chorion about 024 in. ('6 mm.) The superficial 
or compact layer of the decidua and the conmiencement of the 
spongy layer are seen in the section. I have examined this spongy 
layer carefully in a large number of sections, and find that a few 
of the spaces (close to the muscular wall) have a defined lining, 
and in some of these the glandular epithelium is seen ; the majority 
of the spaces seem to be produced by the tearing up of the tissue 
in the process of its being detached. 

Sections taken from other parts of the uterus show a similar 
appearance ; the extent to which the membranes are folded varies 
in different parts, being most marked over the fundus, and least on 
the anterior wall. Sections stained with osmic acid show no fatty 
degeneration along the line of separation of the decidua, 

PftEP. II. — Uterus with Placenta in situ, and Menibranes partially 
separatedy from a case of Porro's Operation. 

The operation was performed by Professor Simpson, on account 
of a large fibroid tumour of the cervix and lower uterine segment ; 
the patient was at full time, and had been in labour for 24 hours ; 
the OS was expanded, but the membranes had not ruptured; a 
ligature was thrown round the lower uterine segment before the 
incision was made in the uterus ; on making it, very little blood 
flowed ; the membranes were partially drawn out as the child was 
extracted. The uterus was put in equal parts spirit and water 
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^f ter the operation, and though it was lifted out for examination, 
it was not manipulated or cut in any way. 

In the fresh preparation the following points were noted. The 
incision for the extraction of the child (indicated by dotted line in 
Fig. 2) is over the anterior- half of the fundus and upper third of 
the anterior uterine wall — not limited to the anterior wall as in the 
former case ; the cord and a portion of the membranes protrude 
from it; the upper half of the foetal aspect of the placenta is 
exposed in it, but the border of the placenta has not been incised. 
The amputation wound is uneven, being higher up on the anterior 
wall, on account of the tumour ; the lower margin of the placenta 
is not seen through it. 

After 36 hours, the uterus was put in strong spirit, so that naked- 
eye sections might be made. As these had been made veitically 
in the first preparation, they were made transversely here; the 
presjBrvation of a considerable part of the anterior wall allowed 
of this. 

(a.) Naked-Eye Sections. — Plate III. gives a faithful representa- 
tion of one of these, both as regards drawing and colour. The 
section passes through both walls of the uterus (along the dotted line 
marked II in Fig. 2) ; the placenta is divided about 1 in. below the 
insertion of the cord, which is central. In Plate III. we see 
that the form of the section is ovoid, and has the following 
measurements in inches : — ^Vertically — anterior uterine wall f , 
placenta IJ, posterior wall f ; transversely — right lateral wall 
1, placenta 4J, left lateral wall J. The anterior wall, in the left 
half of the section, is broader than the posterior ; in the right half, 
the posterior and right lateral walls are hypertrophied, due to the 
presence of a small fibroid tumour. The origin of the round 
ligaments and the Fallopian tubes are seen in section. Numerous 
large veins have been divided in the posterior wall, and especially 
underneath the placenta; in the anterior wall, there are a few veins 
iuperficial. 

The Placenta is attached to the posterior wall, and is 4^ in. 
^10*8 cm.) broad, and IJ in. (3*2 cm.) thick.' It is in relation for 
i in. (10*2 cm.) to the uterine wall, from which it is at no point 
free. An examination of loose sections cut in other directions 
shows these additional points : — The area of placental attachment 
measures vertically 4j^ in. (ITS cm.); although the closeness of the 
attachment varies, some lobules being more loosely attached than 
others, the placenta is at no point entirely separated from the 
uterine wall. 

The Membranes are seen folded inside the side walls and middle 
part of the anterior wall. There is no space between the placenta 
and the anterior uterine wall, and no blood-clot. 

(6.) Microscopic Examination. — This shows that the amnion 
has been in great part removed; the chorion and decidua are 
present in some parts of the uterus, and absent in others. When 
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present, we have a similar condition to that figured in Plate II. 
They are thrown into wavy folds, and are being detached in the 
plane of the spongy layer. 

Let us now compare Preps. I. and II., and see what information | 
they give us as to the anatomical changes in the uterus during 
the third stage ; and we shall look at (1) the placenta, (2) the 
membranes, and (3) the so-called uterine cavity. 

1. The Placenta. — In both cases the area of placental attachment 
has, after evacuation of the child and liquor amnii, contracted to about 
the same extent, viz., 4 J in. (11*5 cm.) vertically, and 4 in. (10*2) 
transversely. In neither case has the placenta become separated. 
With regard to the first case it might have been urged that the \ 
patient had not been in labour, or, at least, that the uterus had 
not been allowed to go on contracting as long and as forcibly as 
in a normal labour. Hence I was anxious to see the condition of 
the placenta in the second one in which, as already said, strong 
contractions had been present for 24 hours ; in it the placenta was 
still attached. 

Theoretically there are three ways in which the separation of 
the placenta might occur : (1.) It might be separated, as the result 
of alteration in the size of the placental site, produced by a wave 
of contraction, or by the escape of the liquor amnii and foetus ; 
(2.) It might be shelled off by effusion of blood or serum in the 
placental site ; (3.) It might be detached by the uterus contracting 
on it, and endeavouring to expel it as a foreign body. These pre- 
parations inform us that diminution of the placental site does not 
separate the placenta ; they also show us that retro-placental 
haemorrhage has not occurred. They point to the third as the 
chief factor in the detachment of the placenta, viz., tfuit the uterus 
contracts on it, and detaches it as a foreign body, 

2. The Membranes. — As the result of the diminution in area of the 
interior surface of the uterus, the membranes are thrown into folds. 
2%e amnion separates in great part front the chorion^ and is thrown 
into a series of primary and secondary folds, producing an appear- 
ance of branching papillae ; there is no effusion of blood below the 
amnion. The chorion and decidua are thrown into broader and 
more regular folds, producing a wavy appearance. Tfie superficial 
or compact layer of the decidua is unJ)roken, tut the deeper spongy 
layer is broken up into spaces which correspond to the inner surface 
of the crests of the waves ; there is no indication of effused blood in 
these spaces. 

3. The so-called Uterine Cavity. — ^After the foetus has been 
expelled, we are liable to think of the uterus as an empty cavity, 
and this gives rise to erroneous deductions ; thus Ahlfeld speaks 
of the placenta as bulging into the uterine cavity. Plate III. gives 
us a more correct conception of the condition. The anterior 
uterine wall rests on the placenta just as the i>osterior one does; 
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if the placenta were made to bulge, it would press the posterior 
wall back as much as it pressed the anterior one forwards. The 
placenta is thus surrmmded on all sides by a resistance which is equal, 
except along one line, viz., that running through the plane of contact 
of the anterior and posterior walls of the lower uterine segment 
below the placenta. When the placenta is attached to the anterior 
or posterior wall, this diminished resistance affects only its inferior 
boTCler in the first instance, which may bulge accordingly. When 
the placenta is attached over the fundus, it might cause a bulging 
of the central portion of the placenta, and lead to the formation of 
a retro-placental effusion, although, until a uterus from a case of 
normal labour with the placenta in it shows this effusion to be 
present, we have no anatomical basis to rest on. It is also import- 
ant to note that at this stage there is no blood-clot in the potential 
uterine cavity. 

Prep. III. — Uterus with Placenta attached in part, from a Case 
of Abdominal Section for Hcemorrhage dwring Labour. 

In the case from which this preparation was obtained, severe 
haemorrhage came on during the first stage. When the patient 
was already moribund, abdominal section was done with the hope 
of getting a living child. 

The fresh preparation consisted of the upper two-thirds of the 
body of the uterus, with the placenta and a large blood-clot pro- 
jecting from the amputation wound. It was laid in a piece of 
linen to keep the parts together, and placed first in spirit and 
water, and then in strong spirit. Sections were cut and mounted 
as in the former cases. Before cutting them, it was noted that the 
uterus had retracted so that much more of the placenta was ex- 
posed, and that there was a depression now in the uterine wall 
which was not present formerly. 

(a.) Naked-Eye Sections. — Plate IV. is a faithful representation 
both as regards drawing and colour of one of the mounted sections ; 
and I am glad of this opportunity of acknowledging the trouble 
which Messrs W. and A. K. Johnston have taken to reproduce 
these sections ad naturam. 

The placenta measures 6 in. (15*3 cm.) vertically, 2J in. (6'5 cm.) 
being covered by the uterus, and 3 J in. (9 cm.) exposed ; antero- 
posteriorly it varies from f (1 cm.) to | in. (1*3 cm.) in thickness. 
Its upper border is still attached to the wall of the uterus ; the 
rest of it is free and is moulded upon a large blood-clot which 
measures 4 in. (10*2 cm.) vertically, and IJ in. (3*8 cm.) antero- 
posteriorly at its thickest part. The clot has a well-defined out- 
line ; and on its free surface there is seen here and there (though 
this does not come out in Plate IV.) traces of a delicate band of 
paler tissue (placenta matema ?) which passes into the tissue of the 
placenta at the lower corner of the clot. The foetal surface of the 
placenta is covered with the amnion. 
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The lUerine wall is inverted at the point to which the placenta 
is attached, there being a furrow about f in. (1 cm.) deep on the 
peritoneal aspect. In front of this lies 2\ in. (6*5 cm.) of uterine 
wall, which is lined by the membranes ; behind it is 5 in. (12*7 cm.) 
to which the placenta has been attached, and which is folded on 
itself at a point about 1 in. (2'5 cm.) posterior to the inverted 
portion. The examination of other sections shows that the uterus 
is everywhere lined by the membranes, and that though the pla- 
centa is only adherent along its upper margin to the uterine wall, 
the blood-clot does not extend beyond the placental site, so as to 
separate the membranes from the uterine wsdl. 

(J.) Microscopic Sections. — Sections of the anterior uterine 
wall show first the Amnion, which is about '002 in. ('05 mm.) thick, 
and is at some points apposed to the chorion, at others detached 
and thrown into folds, as described in Prep. I. Below it is the 
Svihamniotic layer, which, where not broken up, appears about the 
same breadth. The Chorion and Deddua are detached at points, 
the separation taking place in the spongy layer of the latter. It 
is difficult to trace the line of demarcation between them, but the 
two together when detached form a layer about '012 in. (3 mm.) 
broad. The reticular character of the spongy layer is well 
marked ; some of the spaces contain a dibris of cells. At one or 
two points this layer is broken up with haemorrhages. 

This Preparation shows (1.) A large retro-placental haemorrhage; 
(2.) A placenta still attached to the uterine wall at one point ; 
(3.) A partial inversion of the wall at this point. 

It is a beautiful example of a retro-placental hcematoma, such as 
Schultze and Ahlfeld would describe as physiological, but the 
patient died and died from h/mnorrhage. It is a pathological pre- 
paration. It is worthy of note also that though there has been 
this extensive haemorrhage, the membranes are not detached. 
Ahlfeld would probably explain this by the fact that the adherent 
margin of the placenta prevented the blood from escaping except 
at the lowest point But the placenta is only adherent at its upper 
margin ; the blood has not separated the membranes even at the 
sides of the placenta. 

Even this preparation, where there was haemorrhage, does not 
support the view that the separation of the membranes is eflFected 
by the effused blood being forced between them. It is no doubt 
very interesting to say that "there is no better method of separating 
tissue without injuring it than to drive fluid between the layers," 
but it is questionable whether nature would expend blood on this 
process. 

The placenta is attached at its margin to the uterine wall It is 
a well-known clinical fact that when portions of placenta detach 
and remain in utero, they are usually from the margin. 

The inversion is probably a post-mortem occurrence. The way 
in which the preparation was kept would prevent the weight of 
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the placenta and clot from dragging in the uterine wall ; the uterus 
must have become retracted off the placenta, partly by muscular 
contraction, and partly by shrinking in the strong spirit. We see 
in it the mechanism by which adherent placenta produces inversion 
in the living subject. It may be that the traction on the cord is 
not the only factor ; the uterine effort to expel a partially detached 
placenta may start the process, and this is easily completed by 
traction from below, which does not imitate the natural mechanism 
of separation as Credo's method does. 

Practical Deductions from Preps. I., II., III. 

The following deductions may be fairly made with regard to the 
mechanism and management of the third stage; they are only 
provisional, as the preparations are too few to reason from. 

(a.) Mechanism. 

The membranes are detached to a certain extent by the con- 
traction of the uterine wall resulting from the escape of 
the liquor amnii and foetus, and probably still further by the 
squeezing of the folds of membranes against one another and the 
placenta during subsequent uterine contractions ; their ea>piUsion is 
effected by the placenta dragging them after it as it is expelled. 
When the membranes do not rupture during the first stage, this 
process will of course be modified. 

The membranes usually separate through the spongy layer, part 
of which remains inside the uterus. I think, however, that the 
importance of this spongy layer as favouring the tearing away of 
the membranes is exaggerated by Langhans. A large proportion 
of the spaces are artificial structures produced by the tearing up 
of the tissue ; and the reticular appearance of €he decidua on the 
chorion, after expulsion of the membranes, must be due to these as 
well as to the torn through glands. The plane of separation seems 
to vary also in different cases, and will be affected also by pathological 
conditions, which may explain the discrepancy in the results of 
different investigators : in one of Friedlander's cases, in which the 
separation took place through the compact (cellular) layer, he says 
that labour had gone on for several days, and the mucous mem- 
brane showed indications of commencing puerperal endometritis.^ 

The Placenta is detached by the uterus contracting on it as a 
foreign body ; when it has been situated on the anterior or posterior 
walls, as is usually the case, it is eaypelled edgeways, as Matthews 
Duncan has described {v. Fig. 1, A), the edge being in the line of 
least resistance (i?. p. 237). 

When the placenta is situated on the fundus, a portion of its 
foetal aspect will correspond to the line of least resistance, and it 
may then be expelled with the foetal surface first, and folded 

^ Physiologuch-cmatomische Untermchungen uber den Uterus. Leipzig, ISTO, 
p. 15. 
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towards the maternal surface as Schultze has described (v. Fig. 1, B); 
whether this is the case, and whether under these circumstances a 
retro-placental hsematoma forms, cannot be settled until there has 
been described a section of a uterus with the placenta attached to 
the fundus. 

(b.) Management. 

The practical inferences may be thus stated : — 

1. As the detachment of the placenta is not due to alterations 
in the placental site, but to the general pressure of the contracting 
uterus on the placental mass, CrecU's method of delivering the 
placenta imitates the physiological one. 

2. As the separation of the membranes is a gradual process, the 
membranes being first folded inside the uterus and remaining 
attached over a considerable area of the uterine wall, Crede's 
method, when carried out too early or forcibly, will be injurious ; 
as it may expel the bulky placental mass, but leave the membranes 
where still firmly attached. 

3. The separation of the membranes taking place along two 
planes, in the subamniotic and spongy layers, the presenting bag 
of membranes may be formed of the amnion alone. 

Crede's method of delivering the placenta has given rise to a 
great deal of discussion, which is partly due to the fact that it has 
been misrepresented or misunderstood. In a recent paper,^ called 
forth by Ahlfeld's attack on his method, he has described his method 
more fully as follows : — 

''As mentioned above, this principle comes foremost in my method, viz , to 
leave the delivery of the placenta as far as possible to the natural powers of 
the uterus, and to abstain from all internal manipulations through the genitals. 
But to anticipate the possible danger, viz., profuse haemorrhage, which easily 
arises from the parturient woman through the placenta remaining too long in 
the uterus, I advise that, from the birtn of jthe child onwards, me uterus be 
continuously controlled with the hand laid on it ; and the third stage shortened 
in this way, viz., the natural contractions of the uterus are strengthened by 

?ently and nofily rubbing it with the hand, and the contractions wmch are too 
ong absent are artificially excited. As soon as the hand resting on the uterus 
fee£ a more powerful contraction, with which some blood escapes from the 
genitals and the uterus becomes materially smaller under the hand, it is 
clasped with the fingers of one or both hands spread out on it ; and, kept in 
the middle of the true pelvis with the fundus directed forwards and upwards, 
it is pressed gently towards the hollow of the sacrum or rather towsu^is the 
coccyx, i,e,y with the patient lyin^ horizontally on her back, vertically down- 
wards (v. Fig. 3), in the true pelvis. This pressure must be made only during 
the acme of a pain. . . . 

'' In rare and very favourable cases, and under a practised hand, the placenta 
glides already with one of the first contractions out of the uterus mto the 
vagina, even out of the vulva. But, as a rule, this happens with the third or 
fourth contraction, and these coincide with five minutes or more after the 
delivery of the child. Has the third or fourth contraction, however, not yet 

1 '' Abwehr gegen Ahlfeld's Berichte und Arbeiten, etc," Archiv /. Oynak,^ 
Bd. zxiii., s. 304. 
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had the desired effect, / wait patiently for further contractions, and with care 

turn every one to aoconnt in the manner deaciibed." 



We have quoted this in fall, becaaae it is sometimes supposed 
that Credos method is a forcible interference with the natural 
method. Instead of being so, it is an imitation of the natural 
mechanism as far as the delivery of the placenta is concerned. 

But the gradual nature of the separation of the membranes makea 
na demur from the statement that, " as a rule," the placenta should 
be expelled in five minutes or more. A quarter of an hour should 
elapse before we have recourse to his method ; we have found that 
, the membranes were liable to remain attached in part, when his 
method was had recourse to immediately after the child was bom. 

Pkep. IV. — Frozen Section of Pelvis from, a Case that died from 
Post-partum Hamorrhage IJ hours after Delivery. 

The patient from whom this preparation was obtained had a 
normal first and second stage. There was a good deal of hiemor- 
■ ihage in the third stage ; the placenta was adherent, and had to be 
detached with the hand. She died an hour and a half after its 
removaL A complete series of frozen sections of the thorax, ab- 
domen, and pelvis were made, which have been described in detail 
in a graduation thesis.' Plate V. is taken from a portion of the 
vertical mesial section, and shows the relations of the post-partum 
uterus. 

Jkserijption of Plate V. — ^The ^via is kyphotic The distance 

' ^inal Deformi^iii .Belolton (o ObtUtrict. By A. H. Freeland Barbour, 
M.D., F.R.C.P.E. W. & A. K. Johnston, Edinburgh and London, 1884. 
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between the upper border of the symphysis and the upper edge of 
the first sacral vertebra is 6 1 in. (17 cm.) 

The Past'partum Uterus fills the pelvic cavity. The body is of 
a pyramidal shape, measuring 3{ in. (^9*9 cm.) vertically, and 3f in. 
(9*5 cm.) antero-posteriorly across its base. The cervix has been 
compressed vertically, flattened out antero-posteriorly and trans- 
versely ; it measures l| in. (3 cm.) vertically, and 2 J to 2f in. (5*7 to 
7 cm.) antero-posteriorly ; its posterior wall is folded in. The cer- 
vical canal is bulged outweurds in its middle portion; and this 
bulging portion has been cut into, although the os internum and 
externum lie to the right of the plane of section. The anterior 
surface of the body of the uterus is in relation to the peritoneum- 
covered surface of the bladder for | in. (1 cm.), the anterior ab- 
dominal wall for 1| in. (3 cm.), and the intestines for 3^ in. (8 cm.) 
The posterior surface has intestine in relation to it for 1^ in. (3*8 
cm.) ; below this the pouch of Douglas extends for 4J in. (108 cm.) 
The uterine walls measure in thickness 1 to 1^ in. (2*5 to 2*8 cm.), 
anterior 1t» to liV in. (2*7 to 3 cm.) The placental site is clearly 
seen on the anterior wall, which also shows sections of large venous 
sinuses all through its substance. The uterine cavity is triangular 
in shape and measures 2} in. (6*4 cm.) vertically, and 2^ in. (5*8 cm.) 
Antero-posteriorly ; it contains blood-clot. The cervical canal has 
not been cut into except in its folded middle portion. 

The Vaginal canal measures 4ti in. (10*5 cm.) in length. The 
walls are slightly folded, especially the anterior, and are in close 
apposition. 

The Bladder contains a little urine. It is triangular in shape, 
with the apex forwards and the base in line with the urethra. 
The superior and posterior walls are thicker than that behind the 
pubis. The urethra is li'i in. (2*8 cm.) long, and its walls are 
thickened. The Peritone^im is not thrown into folds over the uterus, 
but is markedly folded over the bladder and the anterior abdominal 
wall. The utero-vesical pouch has its peritoneal folds in apposi- 
tion throughout. The pouch of Douglas extends to the level of the 
first coccygeal vertebra, and contains some serum in its upper part. 
The cellular tissue between the uterus and bladder is increased in 
amount. The retro-pubic cellular tissue is flattened out over the 
pubes, and contains a large vein. The cellular tissue between the 
rectum and posterior vaginal wall is also apparently increased in 
amount 

Other sections described in the thesis referred to show the rela- 
tions of the Fallopian tubes, ovary, and cellular tissue at the sides 
of the uterus. The facts brought out in these sections may be 
thus summed up. 

The Relation of the Pelvic Organs Post-partum, — The uterus fills 
the pelvis. The intestines descend only into the upper two-thirds 
of the utero-vesical pouch, and not at all into the pouch of Douglas, 
even though the peritoneal folds are separated by serum. The 
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ovaries lie about the level of the brim. The bladder lies behind 
the pubis. The uterine walls measure 1 to IJ in. (2*5 to 3 cm.) 
thick ; that on which the placenta is situated is about J in. ('7 cm.) 
thicker and much more vascular through its whole thickness. The 
body of the uterus was, in this case, of a pyramidal shape, and 
measured 3f in. (10 cm.) vertically, and 3f in. (9'5 cm.) across its 
base. The lower segment of it and the cervix are flabby and lie 
folded in below the firmer fundus. The vaginal canal measures 4^ 
in. (10*5 cm.) as compared with the normal length of 2f in. (6 cm.) 
The cellular tissue is increased, specially at the base of the broad 
ligaments, and round the posterior fornix, but also between the 
bladder and cervix. From the distribution of the cellular tissue, 
it is evident how readily a cellulitic abscess finds its way into the 
inguinal region, if it has formed round the ovary ; and how, in 
rare cases, it burrows through the sciatic notch. The peritoneum 
was not in this case thrown into folds over the uterus itself, as 
Matthews Duncan has described it in some post-partum uteri; over 
the bladder and adjacent part of anterior abdominal wall, it is 
distinctly folded. 

Prep. V. — Utervsfrom a Patient who died of Sdampsia 

40 hours after Delivery. 

In this patient, puerperal convulsions came on in a few hours 
after a normal labour. She died about 36 hours after the first 
attack, and the post-mortem was made 30 hours after death. 

The uterus was lying with the fundus on a level with a line 
joining the iliac crests ; it was firmly contracted. It was hardened, 
cut, and mounted in the same way as the Porro uteri. 

(a.) Naked-eye Sections. — Plate VI. represents one of these. 
The uterus measures 7^ in. (19 cm.) vertically, of which the body 
forms about 6 in. (15*2 cm.), and the cervix the remaining IJ in. 
(3'8 cm.) Its broadest antero-posterior diameter is 2J in. (7'4 
cm.), of which the anterior wall forms IJ in. (3*9 cm.), the blood- 
clot in the uterine cavity J in. ('3 cm.), and the posterior wall 1 J 
in. (3*2 cm.) 

The uterine cavity is 6 J in. (16*0 cm.) long, the wall being 1 in. 
(2*5 cm.) thick at the fundus. The inner surface of the posterior 
wall shows some inequalities in the form of regular flattened ridges 
s'jparated by slight furrows, and has a distinct outline ; the surface 
of the anterior wall is more ragged, and its outline is obscured by 
the blood-clot which passes into these irregularities. The blood-clot^ 
as already said, extends into the irregularities of the placental site 
on the anterior wall and fundus, but has a defined border towards 
the posterior wall. It extends as far as the uterine cavity, but 
does not go down into the cervix. In some parts it is pale and 
almost decolorized, in others red. At its lowest end it is apparently 
breaking down. 

(J.) Microscopic Examination.— The blood- clot which occupies 
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the uterine cavity is seen to be continuous with thrombi in the 
veins of the placental site ; in some parts the clot is breaking 
down as indicated by foci of pus cells. The placental site is com- 
posed of heights and hollows covered with this blood-clot ; the 
boundary line between scrotinal tissue and blood-clot cannot be 
traced. The rest of the uterine wall has a layer of tissue superficial 
to the muscular wall, varying from "02 to '04 in. ('5-1 mm.) in 
thickness ; this represents the spongy layer. On the surface, it is 
ragged and breaking down ; in the deeper part, spaces like the 

51andular cavities are seen ; but the epithelium is not preserved, 
n the cervix, the free surface of the mucous membrane has lost 
the rugae and is bared of epithelium ; the epithelium is present in 
sections of the glandular spaces below the surface. The superficial 
layers of tissue are broken up by haemorrhages. In the vaginal 
fomices the squamous epithelium is present 

Prep. VI. — Uterus from a Patient who died of Phthisis aioiU 

two days after Delivery, 

The patient had a normal labour, and died from the complication 
in the lungs. The uterus was quite flaccid (uncontracted), and 
measured 8 in. (20*5 cm.) vertically, and about 4^ in. (11-5 cm.) 
transversely. It was cut open, while fresh, to see the appearance 
of the cavity ; and as the colour has not been retained, we do not 
give a drawing of it 

(a.) Naked-eye Description. — The preparation consists of the 
uterus and vagina laid open along the anterior walL 

The uterine walls average ^ in. (1*3 cm.) in thickness. The 
area of the internal surface of the body and cervix, laid open, 
measures 7^ in. (19 cm.) from fundus to os externum ; of this the 
body forms 5J in. (14 cm.) and the cervix 2 in. (5 cm.) The in- 
ternal surface of the body, representing an area of 5 j^ X 7 in. (14 
X 178 cm.), is slightly ragged and of a reddish colour in its upper 
three-fourths, smooth and pale in its lower fourth. That of the 
cervix measures 2 x 4 in. (5*1 x 10*2 cm.), and is of a purplish- 
red colour, and marked by furrows along its lower border. That 
of the vagina is pale. The zone of the bluish ecchymosed cervix 
contrasts markedly with the paler vagina below and the uterine 
cavity abova 

In the uterine cavity is a blood-clot which measures transversely 
2^ in. (6*4 cm.), and vertically 5^ in. (14 cm.), stopping short at 
the OS internum. It is broad above and tapers to a point below^ 
having the shape of the contracted uterine cavity. 

(6.) Microscopic Examination.— This showed the mass in the 
uterus to be blood-clot, and not a piece of placenta coated with 
fibrin. The epithelium is present in the vagina, but not on the 
cervix ; the post-mortem changes inside the uterus and . cervix 
prevent any definite observations on the condition of the mucous 
membrane. 
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Practical Deductions from Preps. IV., V., VI. 

Immediately after delivery, the pubic and sacral segments of 
the pelvic floor come into apposition again, so that the vagina ap* 
pears as a cleft. Dr Hart, in an extremely interesting paper on 
"Some of the Phenomena of Parturition in their Practical 
Aspects," ^ has drawn attention specially to this, and shown how 
the access of air is prevented by this mechanism. In the same 
paper he shows how the curve of the posterior vaginal wall favours 
the retention of the placenta in the vagina after its expulsion 
from the uterus, which is best remedied by hooking back the 
lower part of the wall with the finger. 

During the third stage, and after it, the patient should be in 
the dorsal, or at least in a semi-dorsal, posture ; even when washing 
out the vagina and uterus this position should be maintained to 
prevent access of air. 

The vagina appears about 4 inches (10*2 cm.) in length immedi- 
ately after delivery ; it has therefore, after its considerable stretch- 
ing by the foetal head, returned almost to the length which it had 
before labour began — 3^ inches (9 cm.) This appearance is partly 
due to the shortening of the walls by compression, and a return to 
their rugous condition ; it also proves the elasticity of the walls.^ 
It is noteworthy also that the epithelium of the vagina is not 
stripped oflf like that of the cervix. 

The cervix is at first lax, and lies folded beneath the uterus ; 
after a while it regains its tone. The canal, if we can trust to 
naked-eye characters for defining the os internum, measures 2 
inches (5 cm.) 48 hours after delivery, as compared with 1^ inches 
(3*8 cm.) before labour. The mucous membrane is broken up by 
ecchymoses, and has lost its epithelium on the surface. 

The lUeriru cavity contains blood-clot, which is probably a pro- 
longation of the thrombi at the placental site.* The mode of pro- 
duction of the thrombi at the placental site was first described by 
Friedlander,* and his results are confirmed by Leopold.^ 

From the uteri removed by Porro's operation, we saw that the 
greater part of the spongy layer of the decidua remains in the 
uteri post-partum. Unfortunately the post-partum uteri, owing to 
post-mortem changes, do not allow us to form any conclusion as to 
the subsequent changes in this layer. Priedlander states that the 

1 tranmetions ofEdin. OhsUU Society^ vol. vi. p. 128. 
■ * Dr Hart has drawn attention to this rugosity and elasticity as allowing 
elongation of the walls without rupture, in " A Contribution to the Anatomy 
and Etiology of Rupture of the Peritoneal Portion of the Vagina during 
Labour," Tram, of Edin. Ohgtet, Society^ vol. vi. p. 128. 

3 Matthews Duncan has described the presence of these coagala, but does 
not say whether he considers the existence of a small coacpilum as a physio- 
logical occurrence, " Intra-Uterine Puerperal Coagula/' Trans, of Edin, OhsUU 
Society^ vol v. part iii. p. 61. 

* Op, cit.f s. 30. * Op, cit,, s. 88. 
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remains of the cellular and part of the spongy layer become 
melted down and discharged in the lochia ; and that from the epi- 
thelium of the exposed gland spaces, the new epithelial lining 
of the uterus is derived. Leopold's results confirm this last 
point, while he maintains that the gland spaces are immediately 
exposed by the separation of the membranes. As already men- 
tioned, Priestley was the first to suggest the regeneration of the 
epithelium from that of gland spaces which he found in the post- 
partum uterus, although Friedl&nder first demonstrated it as a fact. 
It is a point of great practical importance to note the presence 
of these coagula in immediate relation to the veins and lymphatics 
of the placental seat, and the denuded condition of the cervix ; 
they explain the liability to septicaemia after delivery, and the 
rapid course which it sometimes takes. The treatment of puer- 
peral fever demands that we have a more precise knowledge of 
the local pathological causes which produce it. 

Dr Wilson felt sure that it had given the Society much pleasure 
to listen to so valuable a contribution to this important subject 

Professor Simpson did not think that this was a paper which 
lent itself to discussion. At the same time it was one which 
embodied many valuable results. It was especially interesting as 
bearing on the subject of placental detachment. Alhfeldt had 
attempted to demonstrate that in the separation of the placenta 
detachment commenced in the middle, a haemorrhage then occurred 
and acted like a hsematoma. So far Dr Barbour's and Alhfeldt's 
results agreed. The paper was further of importance in calling 
attention to the great amount of cellular tissue in the pelvis, and 
in explaining the tendency in primiparae to develop abscesses. 

Ih' Berry Hart considered the paper a valuable one in eluci- 
dating some points not hitherto cleariy understood regarding the 
arrangement of the membranes after the child was born. He held, 
with Engelmann, that wrinkling of the membrane takes place, 
and this observation had demonstrated the partial separation of 
the chorion. 



Meeting VI.— May 14, 1884. 
Dr J. CoNNBL, President, in the Chair, 

I. Dr Skene Keith showed several ovarian tumours and Fallo- 
pian TUBES. 

II. The President showed a pair of axis-traction forceps with de- 
tachable traction-rods. He had employed them with much satisfac- 
tion in a considerable number of cases. He claimed for them the 
advantage of perfect cleanliness, the socket into which the rods 
fitted being easily got at ; and also that the rods being removable, 
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the instrument could be employed either as an ordinary pair of 
forceps or as an axis-traction forceps. 

III. The following paper was read by Dr Underbill : — 

ON HiEMORRHAGIC LUPUS OF THE FEMALE 

GENITAL ORGANS. 

By J. Matthews Duncan, M.D., LL.D., F.R.C.P.L. & E. 

I NARRATE thesc cascs merely as rare experience in practice, 
wishing, meantime, to avoid discussion of the nature of the disease. 
In accordance with general practice I designate it lupus, yet histo- 
logical investigation by skilled colleagues shows that it has not 
the structural peculiarities of most examples of the characteristic 
and well-known disease in other parts of the body. The name of 
lupus is retained in order to avoid change, and because the 
characters of the disease bring it into alliance with the ordinary run 
of such cases. It has many varieties, — ^patches of redness, 
uniform or nodulated ; hypertrophies ; ulcerations coming and 
healing spontaneously, or being cured; inflammations coming 
and going, or being cured; the affected parts generally without 
any increase of sensitiveness, sometimes, especially in ulcerations, 
with unnatural want of sensitiveness : sometimes the affected parts 
are extremely sensitive. Of course, when inflamed they are sensi- 
tive and tender. There is generally little tendency to bleed on 
handling, or at any time. 

The variety of lupus which I now illustrate by four cases is 
either simply ulcerative or exedens, and the specialty is bleeding. 
This may be slight, and of long or short duration ; or it may be pro- 
fuse, and of short duration. In one of my cases of slight loss it en- 
dured, with intermissions, for fouiteen years. In another it was 
unexpected, sudden, and so profuse as to cause alarming faintness. 

In two cases the ulcerated surfaces bled readily and freely on 
being touched. In the case in which the bleeding was most copious, 
the parts affected did not bleed at all on repeated examination or 
handling ; and the part from which blood was seen to flow, had, 
on the day following the haemorrhage, as well as before it, the 
appearance of a healthy pale ulcer, rather callous. 

I have said that in these four cases there was ulceration, super- 
ficial or deep, but I now add that the disease has, in my opinion, 
alliance with a form of chronic vaginitis, seen mostly in women 
after the menopause, and called senile. In this disease the vagina 
has a patchy or mapped appearance in many cases. There may be 
no discharge, or a more or less copious thin pus may come. Often 
there is a slight oozing of blood. This form of vaginitis seems to 
have connexion with the frequently found vaginal strictures of old 
women. 
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Case L — ^Mrs Ot., set. 67, multipara, last child born 17 years ago, 
consulted me on account of a copious bleeding from the vulva. 
She had suffered much from piles, and had undergone three 
operations. Five years before her present visit I had carefully 
examined her, when complaining of a pain in the left inguinal 
region, and then a small urethral caruncle, red, not tender, was 
observed, and on the left side of the urethral orifice a similar flat, 
indolent redness, and there were small external piles. Now, 
that is five years afterwards, and after a free bleeding, which 
alarmed and weakened her, she has a slight vulvar aching after 
walking ; the urethral caruncle has increased in size to be about as 
big as a small pea, and it projects from the urethra ; the red spotf 
on its left side is now a pale ulcerated pit that would hold a large 
pea. This part is not tender, does not bleed when touched ; but 
touching elicits from the very intelligent patient the spontaneous 
remark that it was from that left side of the water passage that 
the blood flowed. She knew well bleeding from piles, and at the 
time referred to none came from them. 

Case II. — L G., set. 38, single, healthy-looking, well nourished, 
describes herself as having begun to menstruate at 19. The loss 
has been always profuse, and the so-called intermenstrual period 
has rarely been a fortnight. For three or four years has had pain 
about the umbilical region, and a whitish discharge in the intervals 
between bloody discharges. In all other respects she is healthy. 

On inquiry as to symptoms of menstrual molimen no satisfaction 
could be obtained, but it was held that there was no ground for 
regarding the bleeding as menstrual. 

On physical examination no disease is discovered anywhere 
except in the pelvis. There is entire absence of hymeneal ob- 
struction and tenderness. The vagina contains blood, which can 
be made out to proceed from the cervix. The uterus is not 
naturally or freely mobile, and when it is pulled forwards by a 
probe inserted in its cavity, tight bands are felt behind it. In 
other respects the uterus, as a whole, is healthy. The cervix is not 
enlai^ed, and cystaUine mucus can be seen in it On part of its 
surface is seen a superficial abrasion or ulceration, unlike any 
ordinary abrasion or erosion, angular in outline, and covering not 
above a fourth part of the visible cervical surface, and dipping into 
the cervical canal, where it cannot be seen. This ulcerated 
surface bleeds readily when touched, and no other bleeding can be 
discovered. 

A zinc-alum stick was twice used, and by it the appearance of 
the ulcer was changed, but only in minor characters ; and, while 
she remained under observation for about three weeks, the bloody 
loss was almost entirely arrested. 

Case III. — E. R, set. 18, a fine healthy-looking girl, single, has 
had three sisters who died of phthisis. Three years ago she had a 
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blow on the left breast, which became swollen and tender. Eleven 
months ago had an abscess in a labium. For ten months has had 
a discharge from the vagina, sometimes yellow, sometimes dark 
brown, and during the same time painful micturition. 

No disease is discovered, except that of the hymen and vagina. 
There is some hymeneal obstruction to the examining finger. The 
hymen is thickened and redder than natural, tender, and having 
some small projecting nodules of the size of a large coriander seed. 
The vaginal surface is, for the most part, pale, and covered with 
dense white mucus ; and there are considerable irregularly 
outlined patches, very dark red, denuded, and like the surface of 
a chronic inverted uterus. Of these patches a large one, near 
the surface of the vagina, is seen to bleed freely, blood oozing 
from its whole surface while exposed. 

About two hours after examination she began to bleed copiously, 
losing about eight ounces within a very short time. An injection 
of a weak solution of perchloride of iron failing to arrest it, the 
vagina was packed with a plug which stopped it. Two days after- 
wards a smaller haemorrhage occurred. 

The case was treated by passing a strip of lint, soaked in lotio 
nigra, the whole length of the vagina, twice daily, the lint being 
left in the passage. She rapidly improved, and in eighteen days 
after the treatment left the hospital, with the vagina apparently 
healthy, the hymen still red and thickened. 

She returned fourteen days after leaving the hospital, stating 
that brownish-yellow discharge had recommenced, with much vulvar 
irritation, and occasional losses of bright blood, not so considerable 
as those which occurred in the hospital. Now, at the posterior 
margin of the urethra is a small bilobed growth, of the size of a 
split pea. The vestibule, including the whole surface around the 
vaginal orifice, is red, and bleeds slightly when examined. The 
hymen is thickened as before. The vagina is uniformly dark red, 
but not so deep in colour as formerly, and bleeding is observed 
from the crests of the rugae. The cervix uteri is natural. 

Case IV. — Mrs W., aged 42, was married at 20, and has been a 
widow 3J years, has borne one child, eighteen years ago, and has 
had no miscarriages. Catamenia began at 15, and have been 
regular, and continue so. Nine months ago, between two monthly 
periods, she had a haemorrhage which lasted for two days. For ten 
years she has had a yellow discharge, and for the same period she 
has had some vague dysmenorrhcea. She is a well-nourished, 
healthy looking woman, and makes no complaint. Urination and 
defecation natural. 

At midnight, while on the street, she was taken with flooding 
and became faint, and was brought to St Bartholomew's Hospital 
by the police. 

On examination she was found to be healthy except the 

N 
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conditions to be now stated. The whole lower wall of the urethra 
is absent. At the junction of the urethra and bladder is con- 
siderable nodulated thickening, not ulcerated. The little finger 
passes freely into the bladder, the ring at the neck of the bladder 
being rigid. Bladder measures 4J inches from fundus to its 
opening into the vagina ; it is slightly tender to touch by bougie. 
Inside the left labium and reaching nearly to its margin is a pale 
healthy looking ulcer, irregular in shape, of the extent of a florin, 
with sharp cut, slightly indurated edges, which are red ; it extends 
into the vagina. The idcer does not bleed when touched, nor is it 
sensitive. On the right side of the vagina is an indurated ulcera- 
tion of slight extent, folded on itself, looking like an incision ; of 
this a little bit is excised for microscopical investigation, and the 
incision bleeds very little. The nymphae are prominent, soft, and 
form a frilled projection around the whole vaginal orifice. Two 
large caruncles are on the posterior margin of the vaginal orifice. 
The cervix uteri and remains of vagina are healthy. Inguinal 
glands not enlarged. 

At 9 P.M. the patient suddenly felt desire to micturate, and, on 
using the pan, found she was losing a large quantity of blood. 
The haemorrhage seemed arterial, and Dr Hurry could see an artery 
pulsating in the left ulcerated surface. Perchloride of iron stopped 
the bleeding, but it returned in ten minutes. One vessel was now 
tied, and another twisted, and the vagina plugged. The haemor- 
rhage ceased. The blood lost was about ten ounces. About 36 hours 
afterwards the ulcers presented no indication of anything having 
occurred, no indication of where the ligature had been applied. 

The ulcerated parts were seared freely by a wire kept red hot 
by galvanism, and were dressed daily with iodoform. In about a 
fortnight the ulcerations were somewhat contracted and lessened, 
and less hard on the edges. The ulceration on the right side of 
the vaginal orifice was healed. 



Dr UnderhUl said that this paper was of great interest and value, 
as bringing a rare form of disease before the Society, and it was of 
special value in connexion with Dr Macdonald's recent paper 
read here. These cases of Dr Duncan's had not the hypertrophic 
character of the ordinary lupus. The last case resembled closely 
one described by Dr M*Lintock of Dublin. They were extremely 
chronic in their character, and seemed to have no relation at all 
to malignant disease nor to syphilis. Dr Duncan had given no 
account of the histology of the cases, and he (Dr Underbill) hoped 
to see this fully investigated and the treatment clearly indicated. 

Professor Simpson felt that the Society was greatly indebted to 
Dr Duncan for sending so interesting a record of these cases, and 
that the Transactions would be enriched by them coming so soon 
after the cases described by Dr Macdonald. An account of the 
histology of the disease would have rendered the paper still more 
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valuable, and it required this to enable us to form anything like 
an adequate judgment of the real nature of those cases. 

Vt p. a. Young was surprised to find that one of these cases 
should have been benefited by so simple a treatment as that of 
black wash, and suggested the possibility of this case being some- 
what difierent in its nature from the others. 

l)r Chapman did not think these were cases of true lupus at all, 
and thought that the first three cases were different in their nature 
from that of the fourth. He had examined microscopically the 
specimens obtained from Dr Macdonald*s cases, and had found the 
characteristics of lupus absent The condition was undoubtedly 
dififerent from that of true lupus, and he hoped to be able to show 
sections from Dr Macdonald's case at the next meeting of the 
Society. 

Dr Underhill pointed out that Dr Duncan had guarded himself 
in his paper against committing himself to a definite opinion as to 
the true nature of the disease, and employed the term *' lupus " 
only provisionally until the true nature of the condition was cleared 
lip by the microscope. 

Dr Leith Napier had seen cases in which it was extremely 
difficult to discriminate between cancer and lupus. For example, 
he had a case seen some time ago by Dr Halliday Groom, and at 
that time they both were of opinion that it was cancerous, but he 
was now of opinion that they were wrong. There was no fcetor, and 
the patient seemed to die from the exhaustion resulting from the 
haemorrhage. 

IV. FIBRINOUS POLYPOID UTERINE TUMOUR ; SECONDARY 
HAEMORRHAGES; REMOVAL OF TUMOUR. 

By A. D. Leith Napier, M.D., etc., Dunbar, N.B. 

Narration of. Case. — Mrs Frank M., wife of actor, setat 22 ; 
pale little blonde, secundipara ; was easily and naturally delivered 
of a healthy female child on 30th May 1881. The placenta came 
easily and was entire ; the membranes untorn ; the placenta in size 
seemed rather small, but appeared quite healthy. Mrs M., origin- 
ally a weak fragile woman of nervous temperament, had been 
confined of her first child 16 months prior to the second 
delivery. She nursed her first baby 9 months. Lochia lost 
colour on fourth day. Mother nursed child; milk sufficient. 
Pulse and temperature, normal; average, 80 and 98°. In con- 
sequence of her husband's pecuniary embarrassment at time of 
her confinement, she had no regular nurse, and possibly exerted 
herself more than was prudent from the very first. However, 
she did exceedingly well up to 9th June (the eleventh day). 
She rose on that day, but did no house work. In the evening 
she carried her little boy across the room, and thoroughly washed 
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him ; she felt very tired after doing so. Between three and four 
hours after this bleeding began. I was sent for about 11.30 p.m. 
On visiting, I found my patient reclining in an arm chair, in a 
profound faint; no pulse at wrist; face pallid as death. The 
quantity of blood lost was very great ; but as she had been sitting 
up fully dressed when hsemorrliage commenced, it was impossible 
to estimate how much, even approximately. The whole of her 
clothing from below the waist was saturated : the chair, covered 
with leather cloth, contained a large pool ; and from it the blood 
had streamed over the floor. The faint lasted for several minutes 
after my arrival, although, on my seeing her, she was immediately 
placed flat on the floor with her head low. Upon recovering con- 
sciousness, the clothing was removed, and she was gently lifted 
into bed. 

On examination, the vagina was filled w^ith clots, as was also the 
lower uterine cavity ; two fingers could be easily introduced within 
the OS. The uterus felt about the size of a foetal head. By 
external and internal manipulation, many clots were removed ; 
the uterus contracted, and was fixed by a pad and roller. The 
following was prescribed, — 

flt Ext. ergotae liquid, . §j. 
Tinct. hamamelis, . §ss. 
Aq. . . q.s, ad, . §ij. M. 

Ft. mist. Sig. Two teaspoonfuls at once^ and one teaspoonful every 
2 or Z hours. 

Cold water cloths were applied to the vulva for an hour and 
a half. After remaining an hour, I felt satisfied that bleeding 
was checked, and left. 

During the night and next day several small clots were passed, 
and about six or eight napkins used. 

On June 11th, two or three cloths were required; on the day 
following, the discharge ceased. Mrs M. continued to nurse her 
baby, but w^as strictly enjoined to maintain the recumbent position 
in bed. 

On June 13^7^, about 2 a.m., I was again sent for. I found the 
patient sitting up in bed. She was very nervous. Bleeding 
recommenced with much severity about half an hour before. 
Fully twenty napkins were used; half of the number perfectly 
soaked. The vagina was cleared of all clots; two fingers intro- 
duced in utcrOy and some clots, half the size of a hen's egg, 
removed. The uterus was not nearly so large as on the former 
occasion. I learned she had only taken her mixture for 48 hours. 
She had been wholly in bed, but had been "obliged to sit up 
frequently to attend to baby, as she was fretful." A full dose of 
ergot was given, and the former mixture ordered to be taken every 
4 hours ; also whisky frequently. 

June lAth. — Clots passed in early morning; discharge very 
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moderate. As her strength was seriously impaired, she was 
advised to wean her baby. 

J%tne loth and l^th. — Colour of discharge brownish ; only one 
napkin in the 24 hours. 

Vjth. — Lochia brighter; two napkins through day. 

l^th. — Colour almost gone ; one napkin in 24 hours. 

22nd, — Small quantity of " slimy discharge." 

24:th. — Feeling well ; rose ; no discharge. 

25th. — Very slight discharge. 

2&th, — Eose about noon ; up 2 hours ; bleeding began, necessitat- 
ing two or three napkins. Went to bed, but bleeding continued 
profusely ; after a time it gradually ceased ; there was then " a 
very free clear watery discharge. About 8 p.m. a large blood clot 
was passed.'' I visited about 10 p.m. ; by this time the bleeding 
had almost stopped. 

P. V, examination, — After removal of some clots, a pyramidal 
fixed mass fully occupied the cervix ; the uterine tissue was soft, 
and it was possible to introduce two fingers within the os. The 
surface of the mass felt rough. The uterus could not be felt 
distinctly in the hypogastrium. In consequence of the feeble 
state of the patient, a prolonged examination was deemed inadvis- 
able. The vagina was plugged ; full doses of ergot and witchhazel 
ordered. The handling of the tumour caused little pain ; patient 
stated she " had severe pain in the belly to-day, before and after 
the bleeding." 

2^th. — Feeling pretty well. To ascertain the exact nature of the 
tumour, a sound was used ; it passed 2^ inches within the uterus. 
The diagnosis being clear, the tumour was fixed by forceps, and 
twisted off with little difficulty. The growth was, roughly, 
the size of a hen's egg, and was encapsuled in a distinct 
membrane. 

July 2nd, — Patient exceedingly agitated, on account of a drunken 
row in lodging-house, but no recurrence of haemorrhage. 

The subsequent history contains nothing of note ; in fact, from 
the removal of the tumour she progressed most satisfactorily. On 
13th July she was able to take a longish walk. 

Eemarks. — The whole subject, and especially the pathology of 
fibrinous uterine tumours, requires so much consideration that I sent 
the tumour for minute examination to Dr Woodhead, who, after care- 
ful observation, reported as follows: — "The tumour appears to con- 
sist of two factors: a piece of placenta, and large masses of coagulated 
blood. Near the surface of the tumour is an appearance somewhat 
like that very roughly washed in on the other side, the pink being 
the placental structure in which are a number of connective tissue, 
and, it appears to me, muscular fibres. The villi are covered with 
a layer of flattened epithelium, and are cut in various directions. 
In some parts of the section there are numerous cells, apparently 
from the wall of the uterus, which are undergoing the coagulation 
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necrosis, i.€., are with the fibrin forming a coarse network — the 
coarse strands being formed by fibrin and the periphery of the cell, 
whilst in the centre of the mesh is frequently seen the nucleus 
with a small quantity of granular protoplasm. This cannot be 
accidental, as it occurs at several points, and in every specimen I 
liave examined. It is very like the network formed in diphtheria. 
The remainder of the tumour consists simply of coagulated blood 
which has been thrown out at different times, for in some cases the 
coagula are much more distinctly seen than in others. Delicate 
bands of fibrin, forming a network more or less dense and perfect, 
in which lie the coloured and a few colourless blood corpuscles." Dr 
Woodhead, who was most kind in thoroughly examining the 
tumour, wrote me further that he considered the cells to be 
"epithelial, not muscular in character — those lining the uterus 
and probably some of the glands." I was most anxious to have 
the opinion of an expert microscopist, as I have found very great 
confusion in literature regarding the variety to which some of these 
tumours should be referred. 

On macroscopical examination the tumour, which was fully as 
large as a hen's egg, appeared to me more like a small fibro-cystic 
growth than a fibrinous l)olyp. I noted that what seemed to have 
been a cyst was for the most part occupied by a reddish bloody 
stratum, this stratum evidently having been formed from extra- 
vasation of blood within the cyst; the membrane forming the 
cyst wall was well developed. There had evidently been discharge 
of part of the contents of the cyst, as the dense coagulated 
blood and fibrinous appearance, together constituting the main 
part of the tumour, did not/ wholly occupy the. investing 
membrane. 

My rough microscopical examination, before proper hardening, 
showed bands of tissue somewhat like fibro-muscular structure, 
but this has been more exactly described in Dr Woodhead's 
report. 

Having determined the morbid anatomy of the growth, its patho- 
genesis next demands notice. The most natural theory is that a 
growth, showing evidences of placental structure, is more or less a 
product of the placenta. It is well known that polypoid formations 
are a frequent result of one or more pieces of placenta having been 
left in utero. It is also equally well known that, at times, portions 
of retained placentae may sustain existence for a considerable time, 
not only existing in utero, but, so to speak, persisting in vitality ; 
for example, in one case, a lady was sent to the seaside for the 
recovery of her health and the stoppage of hsemorrhage, some 
weeks after abortion. A more severe attack of bleeding led to an 
examination, when a piece of placenta, fully the size of a walnut, 
was found lightly held in the cervix; on its removal, bleeding 
ceased. 

But in the above case we have more than simple placental struc- 
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ture, a distinct evidence of cell formation, which cells were evidently 
derived from the uterus, and also some muscular fibres. The 
presence of smooth muscular fibres in the placenta has been 
described by Ecker and Kamenew, but denied by subsequent 
inquirers. Strieker states that his own researches demonstrate 
their presence to be constant in the external layer of the placenta 
uterina. I think it probable that the muscular fibres, here 
described, were uterine. In addition to the placental, there was 
the afore-mentioned haemorrhagic portion encapsuled in a distinct 
membrane. 

We may assume that the interpretation of the "coagulation 
necrosis," which Dr Woodhead remarks on as notable, is, that 
post-partum the vitality of the growth was checked, and that 
nature was preparing for its expulsion. 

So that we may premise that the tumour had an ante-partum 
existence, distinct from the foetal placenta. 

" Small fibrinous coagula intimately blended with the projecting 
thrombi at the placental insertion are quite commonly found in 
the bodies of puerperal women. But larger coagula also, the 
result of repeated haemorrhages, the size of a walnut, either of a 
round shape or flat, and lobulated, which may also project into the 
uterine cavity like a cock's comb, are by no means rare. These 
cases only are very rare where large fibrinous coagula, of a polypoid 
shape, are seated at the normal placental insertion, and project 
with their obtuse end into the cervix or vagina. A fibrinous 
polypus of that kind — the ' free polypus haimatoma of the uterus ' 
(Virchow) — consists of coagulated fibrin, including a nucleus of 
coagulated blood." 

"Polypoid formations, from retained placenta, may undergo 
further modifications. Upon the pieces of placenta blood may be 
deposited in the way just mentioned, and a fibrinous polypus is 
formed with a pedicle of placental tissue, or the retained cotyledon 
may become bloodless, firm, and hard, and assume a shade corre- 
sponding to the uterine cavity. This forms the so-called placental 
polypus." 

A few words regarding the changes in efifused blood. It may 
remain liquid for some time, or quickly coagulate. Formation of 
cysts may take place, not so much in the effused blood as in the 
surrounding parts. "Those which are at first ragged and torn 
undergo more or less of inflammation, which ends in the formation 
of a solidifying blastema ; this fibrillates, and passes into the state 
of more or less perfect fibrous or areolar tissue, and thus forms a 
capsule or cyst enclosing the now more or less altered blood." 
Eokitansky describes the later appearance of the lining as like a 
delicate serous membrane. 

" Hcmiatoma, — The effused blood may undergo a different kind 
of change, in consequence of absorption of its watery parts, and 
become in this way a kind of tumour, termed an haematoma, classed 



104 FIBRINOUS POLYPOID UTEBINE TUMOUR, 

with new gi^owths ; but there is no doubt that it is a simple result 
of hsemorrhage, and this for three reasons : — (1.) That it presents 
no higher structure than that of fibrin ; (2.) That it is generally 
devoid of vessels; (3.) That it does not appear to increase by- 
growth in the proper sense of the term. The inner parts ultimately 
undergo some form of degeneration, while the others form a fibrous 
investment. An hsematoma thus formed (i.e., in the substance of 
new tissues, etc.) being essentially a fibrinous mass, may undergo 
certain other changes " — cretification ; melanic pigmentation ; per- 
haps ossification (Jones and Sieveking). 

Some consider it doubtful whether such changes as bone forma- 
tion can take place from blood effusion. Without expressing an 
opinion on this point, I conceive it might be well to retain the 
name "hsematoma" to bloody tumours in loose tissues, e.g., the 
vagina, vulva, or scalp. As a mere question of pathology the 
so-called polypoid uterine hsematoma is diverse from the condition 
found as a result of rupture of vessels, and effusion into submucous 
connective tissues as found in the one, and beneath the aponeurotic 
or peri- cranial layers in the other. 

No authority, so far as I know, has, however, observed distinct 
characteristic cell formation, similar to the above described appear- 
ances, in a simple haematoma. That the tumour was in great 
measure of this nature is true, but I think it would be erroneous 
to regard it as simply an hsematoma. And while it is plain that 
the growth was partly placental, it seems to me equally evident that 
its development was inconsistent with the theory that it was 
derived from a portion of the main placenta. I think, if we 
believe in its formation from a placenta succenturiata, which some 
considerable time before labour had become wholly uterine in its 
connexion, and at one time or other had undergone certain structural 
changes already referred to, we may best realize the genesis of the 
polyp. 

Twenty years ago. Professor Hodge of Pennsylvania, in his 
Principles and Practice of Ohstetrics, fully described the nature 
of placenta succenturiata. Dr Eastlake has also {Obstet. Transact, 
Lond.) written regarding this anomaly. Schroeder writes, " Some- 
times the placenta is divided even in simple pregnancy. Two or 
more, even seven, placentae, have been observed ; and at the side 
of a larger, several placentae succenturiata occur. These formations 
can easily be explained from the development of the membranes. 
Some of the villi of the chorion not inserted at the place of the 
decidua serotina retain their vessels, and enter into vascular com- 
munication with the decidua vera. If this does not take place the 
enlarged villi form the so-called placenta spuria." 

Points of Pathology are here also of interest. Unlike certain 
allied tumours, no special bloodvessels supplied it. This was 
unnecessary, as the growth had been at first in the same relation 
to the uterine circulation as the placenta normally is, but after- 
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wards received a more direct blood supply from a uterine vessel 
or vessels. In connexion with this, the grave bleedings which 
occurred when the tumour became partially detached can be 
understood more clearly. 

Generally the formation resembled that of an aneurismal clot, 
in which laminae are formed by the variations in the rate of the 
coagulation or succession of coagulations, and on the paler 
portions the definite formation of fibrin gave rise to similar 
microscopical characters. But the existence of an internal cyst 
containing clear fluid requires notice. We know, that in 
not a few cases, cysts of various size are formed on the concave 
side of the placenta ; the connective tissues between the chorion 
and amnion are raised cyst-like, and are lined by flat epithelium ; 
whilst the placental portion assumes a rough, shaggy appearance, 
and is covered by fibrinous deposits. These cysts are thin, trans- 
parent vesicles, containing a yellow or reddish-opaque thin 
fluid. It is supposed that they are formed from apoplectic 
centres. One writer, describing the " fleshy " species of polypi, 
says, " They sometimes contain a cavity filled with fluid resem- 
bling mucus or lymph. This variety is, however, a most likely 
one to be absorbed during pregnancy." Paget's description of the 
formation of cysts in loose textured fibrous tumours is also 
apposite — '* They may be due to a local softening and liquefaction 
of part of the tumour, with effusion of fluid, or an accumulation of 
fluid, in the interspaces of the intersecting bands, but in other 
cases it is more than probable that their production depends on a 
process of cyst formation." Eeturning to the present case, it is 
probable the cyst was adventitious — that is, the walls were 
formed by the condensation of the connective tissue of the part ; 
it is also likely that the cystic fluid may have been serous, derived 
from the effused blood. If so, the external investing mem- 
brane must have been, as we would expect, of earlier formation 
than the small internal cyst. The minute examination of the 
tumour shows that the different "probable sources" for the 
formation of uterine polypi, viz., the connective tissue of 
the uterus, placental growths, and blood-coagula, were all 
involved. And, as is remarked above, as a consequence of patho- 
logical changes in loosely bound together fibro-muscular (?) tissue, 
a cyst may be formed. 

In further illustration of the benefit of sometimes "thinking 
twice before you speak once," or, in other words, making out the 
morbid anatomy ere you settle your ideas of a case, I 
may mention, that various considerations caused me to regard the 
polyp as of post-partum formation on the one hand, and as 
possibly an ante-partum fibro-cystic growth on the other. The 
theory of post-partum development was suggested by the clinical 
facts that the placenta was removed with the greatest ease, and 
seemed perfectly entire — there was neither uterine flaccidity 

o 
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nor heemorrhage post-partum ; it seemed probable, if the tumour had 
existed in a condition of latency, it would either have been ex- 
pelled with the secundines, or have given rise to smart bleeding. 
On the contrary, the uterus contracted well, and no symptoms of 
a growth were then noted. The puerperium was normal ; involu- 
tion seemed natural, the patient having '' slimy discharges " for 
four days antecedent to the first-mentioned bleeding. The post- 
partum formation of the body from a retained blood-clot seemed 
borne out by the symptoms. As has been already mentioned, 
polypoid growths are not infrequently observed when parts of the 
placenta are left behind. Schroeder perspicuously points out the 
time at which haemorrhage is likely to occur, " It may be early, 
sometimes not till after the first week, more often after the second 
or third." But the placenta appeared to be wholly removed. I 
have paid some attention to secondary haemorrhages, and judged 
the first bleeding to be due to the cause I have described as " im- 
perfect thrombosis."* The patient had unduly exerted herself on 
the eleventh day after delivery, involution having seemed normal 
previously ; it was believed that, as a consequence of the exertion, 
one of the imperfectly thrombosed veins became partially open. 
And we might with fair grounds assume the formation of an haema- 
toma as a result ; theoretically, this having a well-established 
uterine connexion,' might becom^ encapsuled L a layer of fibrinous 
connective tissue. It is evident that some thrombotic dislodge- 
ment actually did occur, as shown by the enormous bleeding. The 
remedies employed favoured vascular contraction; yet on the 
fifteenth day haemorrhage recurred; it was considered probable 
that the thrombus then became freed, and the separated polypus 
developed. From this time to the 28th day the blood-oozing 
was like that of subinvolution, or like surface bleeding of a 
polyp. The first and only needful argument against this theory 
is the morbid anatomy; further, in accepting it, it would be 
necessary to believe that a polyp with such anatomy could 
be formed from blood-clot in thirteen days ! 

The other theory, viz., sub-mucous fibroid or fibro-cystic, was 
based on the grounds that while fibrinous polyps are rare, and if 
present during pregnancy, likely to cause abortion or become ab- 
sorbed, yet the existence of such has been recorded. Cystic growths 
are mostly cervical and developed from the Nabothian glands or 
utricular follicles. But these follicles also exist near the openings 
of the Fallopian tubes, in the fundus, and upper part of the body, 
and granting an abnormal condition of the mucous lining, and a 
soft dilatable condition of the uterine walls, as was highly probable 
from the personal history of the patient, it was not impossible to 
conceive the tumour's formation in one or other of these ways. 
The examination of the growth put both theories quite out of 
court. 

1 OhsUtrical Journal, No. xlvii., Feb. 1877. 
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The polypus was ante-partum, but the post-partum influences, and 
the enlargement it received from secondary haemorrhage, demand 
attention. I do not think, unless there had been undue exertion, that 
the haemorrhage would have been so serious ; in saying so I would 
point out the existence of the dual causes of bleeding, secondary 
haemorrhage from the site of the polypus, and also from the im- 
perfect thrombosis of an adjacent vein. To recapitulate, bleeding 
occurred on the 15th day, I conceive not from the vessel which was 
covered by the tumour, or at any rate from it only partly, mostly 
from a neighbouring vein. On the 28th day, when the polypus 
became loosened, blood gushed from the vein it had previously 
pressed on, and, by covering, plugged; thus bleeding was most 
profuse. The expulsion of the tumour from the uterine cavity was 
preceded by the discharge of clear watery fluid. After the 
partial detachment of the growth from the body of the uterus a 
large recent blood- clot was expelled ; this probably was the result 
of bleeding from the site of polypoid insertion. A practical point 
is, that a firm blood-clot acts as an intra-uterine irritant, assists in 
the production of contractions, and hence aids involution. An 
ordinary experience in cases of miscarriage of twins at separated 
periods is the formation of such a clot. After one foetus has been 
parted with it is not impossible that the other may reach full 
term. But this is very unusual ; irregular involution or partial 
uterine atrophy takes place ; thrombi are separated from certain 
veins ; large bleedings occur. If appropriate treatment is em- 
ployed a clot may form and bleeding cease ; the uterus enlarges 
perceptibly thereafter ; the same process of haemorrhage, decrease 
in size, clot-formation and increase, may be repeated again and 
again, until the second foetus is naturally or artificially dislodged. 
In the case under notice the large blood-clot was probably formed 
on 26th June. It is to be observed that after the escape of this 
clot, and the descent of the tumour within the cervix, bleeding 
ceased externally ; the cervix was plugged by the polyp ; nor was 
there evident internal haemorrhage, neither collapse nor increased 
size of the uterus being experienced. 

We must recollect that the personal and parturient history of 
the patient favoured uterine weakness ; she was a very pale, fragile, 
anaemic little woman, frequently insufficiently nourished ; she had 
barely sixteen months between her confinements, had nursed her 
first chUd fuUy nine months, so that she continued to nurse two 
months after she became pregnant. Altogether apart from the 
polyp, she was a most likely subject for secondary haemorrhage or 
subinvolution. With the history given, we may readily suppose 
how easy it was, with an original abnormality, for the tumour to 
develop. 

The differential diagnosis is very interesting, as, if my 
view is correct, we have here a combination of subinvolution, 
secondary haemorrhage from irregular or imperfect thrombosis, 
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and a polypoid tumour of placental origin. The early diagnosis 
pointed to secondary haemorrhage, as the early puerperium 
WM one of evidently good involution; the lochia lost colour 
on the 4th day, she was permitted to rise on the 9th day, and it 
was only after unusual exertion on the 11th day that bleeding 
began. Yet despite the foregoing observations, there must have 
been subinvolution, as it was possible to introduce two fingers 
within the os on the 11th day, the bleeding could not have caused 
such relaxation, had involution been normal the os would have 
been almost closed ; my experience agrees with authority, that the 
OS is normally closed on the 12th day. The uterus, prior to the 
removal of clots, was as large as a foetal head. Now, it seems likely 
that the faint was most important in arresting the haemorrhage, 
not the occlusion of the os by a clot, so that we may believe that 
this bleeding was extremely rapid as well as severe. Several 
cloths were used on the following day, but only two or three on 
11th June ; next day there was no discharge. On the evening of 
13th bleeding was profuse ; the os was still patulous, but the 
uterus much less in size. The probable cause of this attack was, she 
had been sitting up in bed, and had neglected her medicine. The 
subsequent account of slight flow on 15th and 16th June, a little 
more on 17th, and its gradual disappearance afterwards, indicated 
involution. The bleeding, which was so alarmingly profuse on the 
26th, was clearly due to the new source of danger, the partially 
loosened growth. On this occasion the uterus was not felt in the 
hypogastrium, except by bimanual examination. 

Such irregular bleedings are met with in chronic inversion, but 
in acute post-partum inversion the history is different ; this con- 
dition supervenes suddenly, and with it we have haemorrhage and 
collapse; partial inversion might occasion similar bleedings, but 
the organic condition would be explanatory. When the polypus 
was forced into the cervix it had much the feel of an inverted 
uterus : I was strongly reminded of one case I saw some years ago, 
with Dr Mellis of Fraserburgh and the late Dr Fiddes of 
Aberdeen, of chronic partial inversion ; in many respects there was 
much similitude. The pain in handling an inverted uterus is 
much more marked ; the roughness, said to pertain to inversion as 
distinct from polypus, was in the foregoing case of little help ; the 
tumour by no means felt smooth ; but the encircling band of uterine 
tissue was more symmetrically circular, and the relations of the 
t^aginal parietes to the cervix more perfectly defined. Howevei*, 
it was not until I had cautiously passed a sound 2 J inches within 
the uterus that I felt justified in removal of the tumour. It is 
all very well to write in one's study of the " clear differences," but 
in this case, at least, there was nothing to prove that the body was 
not an inversion, which had been gradually formed and was 
eventually protruded, until the sound was used. 

From prolapsus the tumour was distinct; it occupied the neck. 
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and the neck could be felt. With prolapsus there can be little 
risk of confusion, even although there should be an opening in the 
polyp, unless the latter occupies the vagina very fully. I am 
aware of the possibility of complications of polypus with prolapse 
and inversion ; but there seems here no need of further reference. 
Nor do I think the " book " differences of polypus from vaginal 
hernias, cystoceles, or malignant affections require discussion. In 
chronic cases it is doubtless valuable to bear these in mind, but 
not with a narration like the above. 

The intra-uterine situation of the growth obscured diagnosis. 
Montgomery fully thirty years ago wrote, " Fibrous tumours formed 
in the substance of the uterus may thence descend, pass through 
the OS, and form an ordinary pediculated polypus in the vagina." 
To him also we owe the fact that " a large polypus may make its 
first appearance immediately after delivery." Even with the addi- 
tional facilities for diagnosis and knowledge we now possess, I think 
most will agree that until interference is clearly indicated, the 
policy of non-intervention is wisest. I fancy few would care to 
dilate and explore a recently parturient uterus, which had ceased 
bleeding, and judging from the discharges was undergoing 
involution. Had the polyp not appeared when it did, I would 
then have explored the uterus more thoroughly. I well know that 
in all obscure cases of uterine haemorrhage an exhaustive 
examination is a hundred-fold less dangerous than is popularly 
believed. I have known cases where the impregnated uterus 
submitted to every abuse with impunity, even to an insertion of 
10 grs. of lunlir caustic to stop a supposed inflammatory condition, 
and, when profuse bleeding still continued, the artificial dilatation 
of the OS revealed the true cause, a retained foetus and an inflamed 
chronically enlarged uterus! Viewing our present case retro- 
spectively, one might think, had the os been dilated, the whole 
thing would have been cleared up much sooner ; yet although with 
the authority of Matthews Duncan to justify us introducing 
a carbolized exploring hand within the uterus shortly after 
delivery, and with my personal experience of the benefit of the 
practice, I would not consider a case of secondary haemorrhage, 
with OS contracted down to two fingers' breadth, a suitable one for 
this measure, until all others had failed; and that the case 
diagnostically seemed so far one of this description must be patent. 
Cervical tears, which have recently ^ been a subject of discussion, 
as regards their frequency and treatment, between Montrose Fallen 
and Henry Bennet, might have been included in differential diag- 
nosis. These are seldom a consequence of natural labour in such 
subjects as my patient, and as a matter of fact there were none. 
Bleeding from varicose veins in the cervico-vaginal region is 
either tolerably easily discovered, or so slight as to require little 
attention. It seems impossible to misjudge either of these con- 

1 BtU, Med. Jov/m.y Oct. and Nov. 1881. 
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ditions so greatly as to confound them with secondary hsemorrhage ^ 
proceeding from the interior of the uterus. 

Treatment has in part been touched on. The primary indications 
were to check the flow and keep the patient living ; the details have 
been described. Exactly the same treatment is required for secondary 
haemorrhage and an intra-uterine growth, up to a certain point. 
As Churchill said, by these means some good may be done, just 
suflBcient, perhaps, to enable the patient to wait for the descent of 
the polypus, with rather less risk than if nothing had been done. 
He, however, regarded ergot as a beneficial remedy of a special 
nature. I think the witchhazel tincture, ordered with ergot, a 
most useful addition. I have had much satisfaction with this drug 
in all classes of uterine haemorrhage ; even in malignant disease, it 
is fully equal, if not superior, to any remedy in restraining bleed- 
ing. A combination of hamamelis, with ergot and strychnia, and 
ferruginous tonics, combined with quinine, is all in the way of 
medicinal agents likely to be of use. 

The long subject of removal of polypi by means of the various 
media employed — galvano-cauteries, ecraseurs, ligatures, cannula, 
polyptomes, screws, scissors, or bistouries— need not now occupy us. 
It was found practicable to twist the tumour off after fixing it 
firmly ; torsion, the simplest method of all, was found easy and 
satisfactory. There was no bleeding, and the operation was almost 
painless. The subsequent treatment was simply good nourishment, 
tonics, and rest. So well did these fulfil their aim, that on 13th 
July the patient was able to take a longish walk without fatigue. 

Professor Simpson thought that, so far as he could judge, a por- 
tion of the placenta had been left, and that blood-clot had formed 
round it. He thought that Dr Napier might have introduced his 
finger, or indeed his whole hand, by the aid of the volsella and have 
removed the portion left. It was seldom that the tissue was so 
dense but that it could be removed by a little careful manipulation. 
Otherwise he quite approved of the treatment. 

Dr Underhill had listened to the paper with interest. He quite 
agreed that most likely a portion of placenta retained was the 
cause of the trouble. He recalled a case in which he delivered a 
placenta which, on examination, seemed to be entire, but on 
haemorrhage occurring he found that the cause was a portion of 
placenta still remaining. This was found to have come from the 
centre of the placenta, but the space left by it had been fiUed up 
with blood-clot, and had given the appearance of an entire placenta. 
He had no doubt that had it been left to remain it would have 
formed the starting-point of such a condition as that described by 
Dr Napier. It was an interesting point in Dr Napier's . case that 
the haemorrhage was so long delayed. 

Dr Chapvian asked how much consisted of blood-clot and how 
much of placenta, and also what proportion was represented by 
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the muscular tissue? He had seen a case in which part of a 
placenta had been retained for six months, and on curetting a piece 
about half the size of a walnut was removed. This, under the 
microscope, had similar appearances to those described by Dr 
Napier. 

Dr Rattray had listened to the paper with much pleasure. He 
recollected one case in which, after a perfectly normal confinement, 
a lady had sudden severe haemorrhage. On examining the uterus 
he found a fragment of placenta, though the latter, on examination, 
seemed quite entire. In another case he removed a placenta suc- 
centuriata after an attack of secondary haemorrhage. 

Dr Barbour asked to what extent Dr Napier supposed cell pro- 
liferation had gone on ? 

The President regarded Dr Napier's paper as conveying a note 
of wholesome warning. On one occasion he was called to a patient 
who began to bleed on the 14th day post-partum, and on the 
15th day he removed a fragment of placenta without any difficulty. 
In another case he removed a fragment of membrane which was 
quite sweet, and there was no indication of anything abnormal 
save that the patient was making a slow recovery. He was of 
opinion that however carefully the placenta may be examined one 
cannot be sure that the uterus is empty, and this can only be 
determined by a digital examination. He himself now makes it 
a matter of routine to pass two fingers, well carbolized, round the 
lower segment of the uterus, and so assure himself of the condition 
of the organ. 

Dr Napier thanked the Fellows for the reception of his paper. 
He thought, however, that they had missed the main point of it, 
which was to establish the pathology of the condition. He had 
anticipated Dr Simpson's criticism as to the introduction of his 
finger into the uterus. He did not think Prof. Simpson would, in 
practice, treat a case of seeming secondary haemorrhage differently 
from what had been done. Of course, had he known that the poly- 
poid mass was there he should have removed it. The tumour could 
not have occupied the lower portion of the uterus ; he, like the 
President, assured himself that the uterus was empty of clots. He 
considered that the point of most interest was the rapid development 
of this new tissue. In reply to Dr Chapman, he could only say that 
both Strieker and Dr Woodhead have stated that muscidar tissue 
was present in these masses ; but he did not feel himself able to 
give an opinion as to the amount of such tissue present 
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Meetino VII.— June 11, 1884. 
Dr Peter Youxg, afterwards Dr Undebhill, in (he Chair. 

I. Dr Sketie Keith showed (1.) three malignant ovarian 

TUMOURS. (2.) Two SMALL OVARIAN TUMOURS, One showing 

commencement of a cyst in the broad ligament. (3.) Small 
OVARIAN TUMOUR, removed from the pelvis of a patient who had 
been confined to bed for ten years. As the tumour began to grow 
the pain from which she suffered gradually disappeared. The 
tumour was jammed down into the pelvis, but there were no 
adhesions. The patient has made a good recovery, and is now 
going about. (4) A uterine fibroid, 15 lbs. in weight. This 
was removed from a patient 58 years of age. She had ceased to 
menstruate at 50, and there had been no indication of any tumour 
until eight months ago. It had grown rapidly during the past two 
or three months. The cavity of the uterus measured 12 inches 
across, 10 down one side, and 6 down the other. It was quite 
smooth and not villous, as it usually is. The operation was a 
simple one, only lasting 38 minutes. 

II. Dr Milne Chapman showed for Dr Angus Macdonald 
THE OVARIES WITH ADHERENT TUBES, removed from a patient in 
the Eoyal Infirmary by abdominal section. The ovaries were 
small and hard, and each had a coil of thickened, sUghtly dilated 
tube firmly adherent to it, and so close was the incorporation that 
each mass had, on superficial examination, the appearance of 
being simply an enlarged ovary. The patient made an excellent 
recovery. He also showed (1.) microscopic sections of (a.) 
HEALTHY UTERUS, from a girl, aged 16, who had never menstruated ; 
and (&.) SECTIONS made from the uterus of a woman, aged 21, who 
died suddenly 3 J days after the onset of an ordinary menstruation. 
In the latter specimen there was a complete absence of the surface 
epithelium, and an evident loss of the superficial layers of the mucous 
membrane. The epithelium of the glands was preserved, but was 
swollen and near the surface desquamating. The cells of the matrix 
were swollen and granular, but showed no signs of fatty degeneration. 
The muscular wall was congested and thickened, and the fi.bres 
around the deep ends of the glands were in a condition of active 
proliferation. (2.) Sections of portions removed from the case, 
already described to the Society by Dr Angus Macdonald, of 
"Lupus Vulvae.'* The first section was one of a finger-like 
hypertrophy, springing from the side of the labium majus, close 
to the entrance to the vagina. It was completely surrounded by 
a thick layer of epithelium, presenting' a smooth surface ex- 
ternally, but on its deep surface irregular, with here and there 
branch-shaped prolongations passing into the substance of the 
mass. The central portion was made up of a mesh-work of 
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connective tissue in all stages of development, in which there 
were numerous spaces, some distended with blood, others con- 
taining granular material, probably coagulated lymph, while 
others, especially near the surface, more resembled gland ducts, 
and were lined by regular epithelium. Immediately under the 
epithelial investing layer, especially where the prolongation 
passed inwards, there were numerous deeply stained round bodies, 
which, under a high power, were seen to be nuclei. These were 
grouped around the openings above mentioned, and were also 
sparingly scattered through the connective tissue. The cells, of 
which these were the nuclei, were very delicately stained, and 
some of them were of considerable size and contained more than 
one nucleus, and it was apparently from those cells that the con- 
nective tissue was developed. These cells were very similar to 
those met with as endothelial plates in gummata, tubercle 
follicles, etc. Three other sections taken from different parts of the 
same case showed a similar condition in an evidently further 
advanced state, the cells being present in greater numbers, and in 
one of the specimens being so crowded together as to have led to 
breaking down and ulceration. A section made from a hard wart- 
like structure over the mons veneris had all the chaitlcteristics of 
an ordinary wart or papilloma, with, in addition, a few cells similar 
to those existing in the other specimens sparingly scattered 
through the connective tissue. Dr ChapTnan also showed a plate, 
in the second volume of Ziegler's Text-Book of Pathological 
Anatomy^ of a section from a patch of lupus vulgaris, and pointed 
out that in every respect the condition present in the specimens 
shown corresponded with it, and that the description given by 
Ziegler of the changes which occur in lupus of the skin would 
apply perfectly to the appearances found in his own preparations. 
He had no doubt, therefore, that Dr Macdonald's case was one of 
true lupus. 

III. The Secretary read a paper on 

ANTE-PARTUM HEMORRHAGE, WITH SPECIAL 
REFERENCE TO A RECENT CASE. 

By Andrew S. Currtb, M.D., Lydney. 

There is no subject of greater practical interest than that of 
hsemon-hage connected with labour, and although much has been 
-written by the most eminent obstetricians, and although, moreover, 
most modern writers are agreed as to the broad general lines of 
treatment of so-called accidental and unavoidable haemorrhage, 
there are some points on which it is desirable to have more light. 
I do not for a moment pretend that my purpose in making this 
communication is to add to the knowledge which we have acquired 
from the valuable treatises of such men as Simpson, Eamsbotham, 

p 
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Barnes, and Playfair; my aim is to elicit discussion on certain 
points in regard to the management of some of these most 
anxious cases. I am the more inclined to contribute this paper, 
owing to the fact that a case occurred recently in this neighbour- 
hood, although not in my own practice, which possessed certain 
features of peculiar interest and difficulty, and which to me 
personally was a matter of no small importance. It involved, 
besides, certain questions of a medico-legal and ethical natui^e, but 
on this subject I shall not dwell in this communication further 
than is necessary to fill in the details of the clinical history. 

On Friday, the 7th March 1884,mycolleague,MrR., was summoned 
to Mrs H. on account of flooding. He arrived at the house at 
6.30 P.M., and found that all bleeding had ceased. The woman's 
clothing was only slightly stained, and her pulse was of fair 
strength and normal as regards rate, being about 70. There 
was a total absence of labour pains, and the os was not at all 
dilated. The patient had flooded in the early part of January, but 
the bleeding soon ceased under the usual treatment by rest^ 
mineral acids, opium, etc. On this occasion she was apparently 
oonsiderably alarmed, and her feeling of dread was not lessened 
by the women in attendance, who talked loudly about the " fearful 
flooding," saying that the place had been like a slaughter-house 
before the doctor arrived, etc., etc. The patient, it appears, had 
been startled sometime previously by a monkey jumping suddenly 
upon her, and the midwife and her coadjutors, of whom there 
seem to have been several, discussed the question whether the 
child when born would not present more or less monstrous 
appearances. Owing to the patient's anxiety, Mr R remained in 
the house and watched her till 9.30, and as by that time there was 
no evidence of commencing pains, as the os was undilated, and as 
there was not any recurrence of haemorrhage, he decided to leave 
her. Before going home he gave instructions that the patient 
was to be kept strictly in the recumbent posture, and he told the 
midwife to apply cold cloths to the abdomen and vulva if there 
was any return of bleeding. He told the woman to send at once 
in the event of haemorrhage recurring or labour pains beginning, 
and he administered an opiate. I omitted to mention that a 
cranial presentation had been diagnosed. 

About five in the morning of the following day (Saturday) 
Mr R was again sent for, but on his arrival at the house 
the patient was dead. She had, contrary to orders, got out 
of her bed at half-past three (up till that hour there had been no 
recurrence of haemorrhage), and immediately on her assuming the 
erect posture there had been a sudden gush of blood, she got very 
faint, said she was dying, and expired before help could be 
procured. The friends asserted that the doctor should not have 
left his patient on the previous evening, and that her death was 
due to neglect. Under these circumstances an inquest was ordered 
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to be lield, and I was requested by Mr E. to attend the post- 
mortem examination which was ordered to be made by Mr C. Dr 
Trotter of Coleford was also present. I have full notes of the 
autopsy, but it will not be necessary for me to do more than 
mention the salient points. The uterine walls were unnaturally, 
thin, and the placenta was attached to the anterior wall, fundal 
and meridional zone, overlapping to a very slight extent the lower, 
polar circle. At the lower and right margin there was separation 
to the extent of half or three-quarters of an inch, and there was a 
recent dark clot. The placenta was extremely friable, and broke 
down in the attempt to detach it, and there were some old iSbrinous 
adhesions between it and the uterine wall. On laying the amniotic 
sac open a full grown male foetus was found in Naegele's first position. 
The OS was dilated to the size of half a crown or rather less. The 
heart was loaded with fat, and especially so on the auricles^ 
There was nothing remarkable about the valves pr cavities, but the 
ventricle was very greasy on section, and under the microscope I 
found advanced fatty degeneration. 

At the inquest Mr R stated the history of the case and the treat- 
ment he had adopted, which the coroner remarked did not appear 
to have been very successful. Mr C. stated the results of the post^ 
mortem, but said that the heart disease was not sufficient to account 
for death, and that Mr E. should have plugged the vagina. The 
coroner, in his summing up, said that there could be no doubt that 
the woman's death was due to her not having been plugged, and 
that had this measure been adopted, Mr E. would have left his 
patient in perfect security. Acting on his advice, the jury censured 
Mr E. for error of judgment and neglect. 

Now, the first point which strikes one in this case is this — should 
the liquor amnii have been evacuated on the Friday evening ? There 
Could be no doubt from general appeamnces that the woman was 
not very far from her full term, but there was an element of doubt, 
inasmuch as no note had been made by her of the date of foetal 
movements being first perceived, and she had not menstruated since 
her previous confinement. In cases of haemorrhage, according to 
most recent authorities, we are not to temporize after the seventh 
month. But here we have the fact that the haemorrhage was not 
sa great as to affect the pulse, and, moreover, it had ceased entirely 
and spontaneously. In laying down rules for guidance in cases of 
placenta prsevia (in which class I place the. present case, although 
the encroachment on the cervical zone was to the very slightest 
possible extent, in fact, if I may say so, the case was on the bound- 
ary line between accidental and unavoidable haemorrhage), Playfair^ 
says, " in all cases in which it can easily be eJBfected, the membranes 

should be ruptured If the haemorrhage be stopped the case 

may be left to nature." Barnes^ says, " the puncture of the mem- 

^ Science and Practice of Midwifery ^ Snd edition, vol. ii. 93. 
2 Obstetric Operatiom, 2nd edition, p. 424. 
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branes is the first thing to be done in all cases of flooding sufficient 
to cause anxiety before labour." Do the rules now given, express- 
ing the opinions of these two eminent authors, apply to the present 
case? I think not As I have said, the haemorrhage was not 
alarming, and it had ceased. Puncture of the membranes, though 
perfectly feasible, would not have been easy with an undilated os. 
Had there been either central or marginal placenta prsevia, matters 
would have been different It would clearly have been Mr R's 
duty to puncture the membranes at all risks, and to effect partial 
separation of the placenta afterwards, if necessary, by Barnes' 
method. But it will surely not be laid down as an absolute dogma 
that in every case of bleeding before labour, no matter though the 
amount lost may have been slight, though it may have ceased, and 
though there is total absence of labour pains, that it is an invariable 
duty to interfere actively. This is not the light in which I under- 
stand the writings of Playfair and Barnes, and I believe I am cor- 
rect in saying that it was not the doctrine of Sir James Simpson. 
Sir James^ says in the synopsis of lecture notes — " Palliative treat- 
ment — ^This is to be employed if the hsBmorrbage be slight and 
pregnancy not completed. 1. Becumbent position, etc." 
" Radical treatment — This is to be resorted to if the haemorrhage 
be severe, or the full time arrived." Again, Bamsbotham' 
says, in laying down rules as to vaginal examination, '' I shall now 
presume that labour has not commenced, that the term of gestation 
is not fulfilled, and that the discharge has entirely or nearly sub- 
sided on our arrival." He then proceeds to detail the rules for 
palliative treatment, which I need not quote. It would appear, 
then, that Bamsbotham and Sir James Simpson endorse by their 
writings the practice which Mr B. adopted in this case, and I do 
not think, to put it in the mildest possible way, that any censure 
could be based on the writings of Barnes and Playfair. 

Now, it seems to me that in regard to this point only, that, 
namely, of the advisability of puncturing the membranes in the 
first instance can there be any room for doubt, but here there 
arises this very important consideration, that apart altogether from 
the question of its being easily performed, a question which 
Barnes attaches no small weight to, the operation in this parti** 
cular instance would have been of very doubtful utility ; for, as 
Sir Jame9 Simpson says, it "is principally successful in incom- 
plete presentations, not often when the presentation is complete." 

The next point is one which I should not have thought it 
necessary to treat of, or at any rate to dwell upon, had it not been 
for the prominence given to it at the inquest by Mr C. It is the 
question as to the use of the plug. Every one knows that the use 
of the vaginal plug has been recommended strongly by certain 
authorities in all cases of haemorrhage connected with labour. Its 

1 Selected OhsteL Works, p. 67. 

2 Obstet. Med. and Surg., p. 406, 
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use in post-partum haemorrhage is now universally condemned. 
L^roux^ recommended it in all forms of flooding more than a 
hundred years ago, and in recent years the practice has been 
advocated in all forms of ante-partum hsemon*hage by Fleetwood 
Churchill,^ but the principle on which that eminent author bases 
the practice appears to me, I say it with all deference, a very 
dangerous one. "If you remember that the uterus is so filled, 
that internal haemorrhage cannot take place to a great extent, you 
will see that by plugging the vagina thoroughly, all external haemor- 
rhage can be stopped." Dr Churchill here writes as if such a 
thing as concealed accidental haemorrhage were a thing unheard 
of, but yet he has described this form of bleeding, and quotes 
Braxton Hicks to show the great mortality in these cases — 15 out 
of 23. Surely then he advocates a plan which, despite his 
assertion to the contrary, may convert an ordinary accidental 
haemorrhage into a case of concealed haemorrhage. 

I venture further to contest Churchiirs dictum in regard to 
unavoidable haemorrhage.^ " Fortunately," he says, " in the plug 
well applied, we possess a means of control over the discharge, 
for in this variety there is absolutely no danger of internal 
haemorrhage." May not the bleeding go on, slowly stretching 
the utero-placental attachments, and gradually rupturing the 
vessels, permitting a steadily increasing accumulation of blood 
all the more dangerous for its being effectually dammed back by 
the plug, and consequently going on unsuspected till dangerous 
symptoms manifest themselves ? I assert that Barnes' dictum 
that if the plug is applied, it should not be left more than an hour 
without the most careful examination, to satisfy one's self that 
haemorrhage is not going quietly on, the blood either flowing 
past the plug, or being dammed up behind it, is more in 
accordance with the results both of theory and practice. 

The statement of the coroner that the use of the plug in flooding is 
an infallible specific is too absurd to require argument to disprove 
it. Are we to conclude that in cases of ante-partum flooding the 
plug is useless ? Assuredly not. It is of the greatest possible use 
properly applied, in properly selected cases. But it is a sine qua non 
that the plug should be properly and thoroughly employed. It is not 
enough to stuff the vagina. Before doing so the os must be satisfac- 
torily plugged. I have found in my own practice that the best way 
to do this when the os is not large enough to admit a Barnes' bag, 
is by means of one or more laminaria tents. Having efficiently 
plugged the os, I then plug the vagina with pledgets of absorbent 
cotton, thoroughly soaked in carbolized glycerine, each pledget 
having a stout thread attached, so as to permit easy withdraw al 
when necessary. But obviously, in adopting this plan, one has 

1 Sur Us Pertes de Sang, p. 270. 

2 Theory and Practice of Midvnfery, p. 500. 

3 Loc. cit.y p. 506. 
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decided that labour must be soon brought on, if pains have not 
begun, and hence used in this, which I think is the only efficient 
and safe way, the plug cannot be said to be a means of temporizing. 
I will even go the length of saying that if palliative measures are to 
be adopted, the vaginal' plug must not be one of them, for as I have 
already insisted, it is apt to lull us into a false security. No wonder 
that Ramsbotham says of it, that it is likely to add to the hazard ; 
that Sir James Simpson characterizes its use as doubtful in 
unavoidable, and doubly doubtful in accidental haemorrhage. 

Some time ago I was called to a case of flooding in a pluripara, 
but, as in the case which forms the subject of this paper, the 
bleeding had entirely ceased before my arrival ; the os was not at 
all dilated, and there were no pains. The woman had been over- 
exerting herself, and the flooding had come on suddenly. As the 
bowels were loaded, I prescribed an enema of hot water, and 
enjoined absolute rest in bed. I was not summoned to the patient 
again for a fortnight, during which time there had been no 
recurrence of bleeding. On my arrival on the second occasion, I 
found that the bleeding had been very profuse, and though now 
less, that it was continuous. I plugged the os and vagina, and at 
the end of an hour, as I found that blood was flowing past the 
plugs, I removed them. The os was now dilated to tlie size of 
about a five shilling piece. The placenta could be felt partially 
detached at the right side of the cervix, within about half an inch 
of the external os. There were even now no uterine pains, in spite 
of the free administration of ergot, and frequent frictions through 
the abdominal wall of the uterus. I ruptured the membranes 
(the presentation was a first cranial), and as flooding continued, 
separated the placenta as far as I could reach with my finger. I 
then forcibly dilated, as well as possible, the os with my fingers, 
till my hand could be fairly passed into the uterus, when I seized 
a foot, turned, and delivered. There was not a uterine pain from 
first to last. The placenta was removed by expression. Mother 
and child both did well. Now, in regard to this case, I cannot 
help thinking that active measures on the first occasion of my being 
summoned would have been meddlesome, and that temporizing 
measures were amply justified. On the second occasion, nothing 
short of the measures adopted would have been efiectual. My con- 
tention that in cases of placenta praevia, where there is no alarming 
haemorrhage, intervention is not called for, is borne out not merely 
by the practice of the authorities I have already quoted, but also, I 
think, by the beautiful theory of Jacquemier of the mechanism of 
haemorrhage in the later stages of gestation, — a theory, I may add, 
which has the high sanction of Dr Matthews Duncan, from whom 
I borrow the following quotation. Speaking of the placental 
separation and consequent bleeding, Jacquemier says,^ " Elle pent se 
manifester lorsque le placenta recouvre Torifice interne, et lorsqu'il 

1 British Medical Journal^ vol. ii. 1873, p. 599. 
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en est seulement plus ou moins rapproch^ par sa circonfdrence. 
Dans le dernier eas, et meme dans celui oil il recouvre rorifice par 
eon bord seulement, la perte aprfes s*^tre produite une ou pleusieurs 
fois, pent cesser d^finitiveraent, et raccouchement avoir lieu k 
terme sans qu'elle se reproduise. En eflTet lorsque la portion 
du placenta qui avoisine Torifice ou le recouvre a ^t^ d^coU^e, et 
que Textravasation sanguine a cess^ la tendance k de nouveaux 
decoUements pai*tiels pent disparaltre, parceque les progrbs de 
Tampliation de la partie infdrieur de Tut^rus ^loignent trfes 
sensiblement le bord du placenta le plus expos^ a de nouveaux 
decoUements du centre du segment inf^rieur, qui est la partie la 
plus distendue m^caniquement, et parceque le tiraillement 
diminue du bord inf^rieur du placenta au bord sup^rieur, 
qui se trouve assez haut dans la cavit^ de Tut^rus/' 

The case which Jacquemier supposes where the internal os is 
only more or less approached by the lower placental margin, and 
where after one or more losses the bleeding may finally cease, and 
labour take place at full term without any further heemorrhage, 
owing to the gradually increasing distance between the lower 
placental margin and the lower uterine segment, seems to me to 
be one for palliative measures up to a certain point. This view 
seems to coincide with the teaching of Duncan, who says^:— 
" The delay of detachment and bleeding, in cases where the 
margin of the placenta only approaches the internal os, but does 
not reach it, arises from the circumstance that a detaching amount 
of expansion is first produced at the margin of the internal os. 
.... At parts remote from the internal os, the whole or final 
amount of expansion is slight, and it is only when it has reached 
its maximum, or near it, that detachment of the placenta is pro- 
duced." 

Another important consideration in the case I am considering 
is this, that it is impossible to say definitely and decidedly what 
was the exact cause of death. Death may have resulted from one 
or more of several causes. (1.) It may have been due to the 
sudden loss of blood, and to maintain this view it is not necessary 
to suppose that the loss was excessive. It is now a universally 
accepted axiom that a sudden loss from a very small area of 
detachment may produce more serious results than a larger flood- 
ing which has progressed slowly. (2.) The extensive fatty 
degeneration of the heart cannot be disregarded. This woman 
ran the risk of sudden death apart from any complication. No 
one can say that this was not the cause of death. (3.) The fatal 
result may have been due to the sudden depression of an already 
enfeebled heart by the haemorrhage. (I do not think it necessary 
to discuss the question of the fatty heart in reference to the good 
state of the pulse on the previous evening. Walshe, Balfour, and 
Quain have shown that a fairly good pulse is not at all incon- 
^ .British Medioal Journal^ vol. u. 1873, p. 598 
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sistent with extensive fatty degeneratiott) (4.) Nervous shock 
from alarm may have conduced in no small degree to the patient's 
death. The poor woman's friends had discussed freely in her 
presence the probability of her being delivered of a monstrosity 
in the shape of a monkey. (5.) At 9.30 on the Friday night the 
06 was undilated, but at the post-mortem it was found to be about 
the size of a florin. Labour had evidently begun. Playfair men- 
tions fatty heart as one of the causes of sudden death in the early 
stages of labour. 

In connexion with the state of the os found after death, I may 
observe that, considering the distance of the placental margin from 
the OS, and the small extent of stretching to which the lower seg- 
ment of the uterus had been subjected, it seems fair and reason- 
able to conclude that the separation of the placenta which occurred, 
was due, not to uterine action, but to the sudden effort which 
the woman made in getting out of bed. In fact, the woman 
had herself and no one else to thank for the recurrence of 
haemorrhage. 

Writing in 1873, Dr Matthews Duncan^ says of unavoidable 
haemorrhage : — '' The treatment in this very grave class of cases is 
in an unsettled state ; and it will probably remain so until the 
whole theory of the haemorrhage is surely established." 

We ought, then, to be very caref id in criticising the treatment 
of any particular case by a professional brother. Much more 
should we be careful not to speak confidently of the safety of 
this, that, or the other plan of treatment. If a patient dies, and a 
practitioner happens to say, Had the case been his, he would have 
adopted such and such measures, the friends are too often ready to 
conclude hastily that a life has been thrown away through defect 
of skill, and a grievous injury, as in this case, is done to the 
medical attendant. 

I am conscious of many defects and omissions in this paper, but 
if some of these defects are corrected and omissions supplied, and, 
above all, if a discussion on this ever fresh and interesting theme 
should arise in consequence of what I have written, I shall feel 
that I have not written altogether in vain. 

Dr Peter Yowtvg had had several cases of a similar nature. He 
had always regarded accidental haemorrhage as a much more 
serious complication than placenta praevia. He did not think that 
the separation was due to uterine contractions. He recalled one 
case in which the placenta was adherent peripherally, but 
separated centrally. This seemed to him to show that it might 
separate without contraction of the uterus. Of course, so soon as 
any haemorrhage begins the blood will accumulate between the 
uterus and placenta and break up the attachments. The difficulty 
of the treatment is due to the fact that the haemorrliage usually 

^ British MedicalJoumalj vol ij« 1873, p. 597« 
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begins before the onset of pains. In many cases also the os is 
comparatively closed. The coroner's remark as to the efficacy 
of the plug was quite absurd. Such a mode of treatment had 
been exploded long ago. The blood may be poured out between 
the uterus and placenta, and may burst into the amniotic sac, so 
that a very great amount of haemorrhage may occur without any 
escaping into the vagina. In the last case which he saw the 
patient was pregnant of her fifth child. No one was with her 
when labour set in, and some blood came away with a gush. She 
was seen by no one for 18 hours afterwards. When Dr Young 
saw her there was much blood on the bed and on the floor, and 
the OS was about the size of a florin. The pulse was weak and 
fluttering, and patient was in state of profound collapse. He 
injected 3ij. of ether, dilated the os with the hand, turned, and 
delivered. An immense quantity of clots escaped with the child, 
but there was no further haemorrhage. Three quarters of an hour 
after delivery the woman died. Another case which he had was 
one which well showed the futility of the plug as a means of 
checking haemorrhage. The woman was in her ninth pregnancy ; 
labour had gone on for some time, and there was no external 
haemorrhage at all. The patient was pulseless and blanched. 
The head was at the vulva. He completed delivery by pressing 
on the fundus, and the placenta and an enormous quantity of fluid 
blood and clots came away with the child. The patient made a 
good recovery. As a result of his experience in these cases, he 
would lay it down as a rule that the patient should on no account 
be left until delivery was effected, and that this should be pro- 
moted by dilatation of the os and by instrumental interference 
whenever necessary. 

Vr Leith Napier agreed with Dr Young in the main as to his 
treatment of these cases, but he thought we were bound to judge 
each case on its merits. He had seen several cases presenting 
very various features, and he did riot think any hard and fast rule 
could be laid down as to their management. In one case he had 
seen recently he was sent for when labour had advanced some 
time, as the midwife had declared the child dead. There was a 
great deal of haemorrhage when he arrived, but the child was born 
alive, and both it and the mother did well. In another case a 
patient in her third pregnancy had had profuse bleeding at the 
seventh month, lasting from time to time for a week ; up to that 
time he saw no reason for very active interference, but the 
haemorrhage became more profuse, and he dilated and delivered 
the patient. In another case which he attended four years ago the 
patient was pregnant of her seventeenth child : complete placenta 
praevia had been diagnosed, and bleeding of varying amount 
occurred frequently during the last two months, but she was 
delivered at full time by version. 

Dr Playfair agreed with Dr Young in most of his remarks, but 

Q 
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felt bound to difTer from him in regard to the necessity of staying 
with all patients without regard to the seriousness of the case. 
He held that the practitioner is bound to use his own discretion 
in each case, and to judge of its danger by the amount of the 
haemorrhage and its effects on the patient. He thought that in 
the case related by Dr Currie the attendant was quite justified in 
doing as he did, and that the remarks of the coroner were certainly ^ 
uncalled for. There was no reason for believing that the amount ( 
of haemorrhage was sufficient to account for death, and that we 
were bound to look to the heart for the explanation of the j 
untoward result 

Ih P, A, Young considered the remarks of the coroner certainly 
uncalled for, and suggested the propriety of the Society expressing 
its formal dissent from them. 

Dr Underhill said he was sure every Fellow of the Society 
would sympathize with the practitioner in this case. He disagreed 
entirely with the view of the case taken by the coroner, and 
thought the medical man was quite justified in his treatment of 
this case. There certainly was no indication for plugging the 
vagina, and so far as one could judge death seemed the result of 
the comparatively slight loss of blood in connexion with the 
diseased state of the heart. Probably had the patient kept her 
bed as she was told to do, she might have been alive to-day. He 
did not think it was competent for the Society to offer any formal 
protest against the coroner's remarks on the case, but held that 
every Fellow of the Society had a right to express his individual 
disapproval of them. He himself felt they were entirely un- 
warranted. 

IV. PUERPERAL ALBUMINURIA ; REFLEX PARALYSIS ; 

ECLAMPSIA. 

By A. D. Lbith Napier, M.D., Dunbar. 

The subjects of Albuminuria and Eclampsia seem to have 
occupied the attention of this Society comparatively seldom within 
the last ten years. This may be in part accounted for by the 
valuable and instructive communications of Dr Angus Macdonald. * 
With the exception of brief abstracts of cases given by the physi- 
cians of the Maternity Hospital in their quarterly returns, I find 
in addition to these but three cases reported in our Transactions : 
one of triplets complicated by convulsions, by Dr W. A. Finlay ;* 
a case of simple eclampsia, by Dr Osbert Wilson;^ and a case of 
nephritis and eclampsia, by Dr Church,* 

1 ObsteL Jowmal, 1876 ; Edin, Ohstet. Trome,, voL iv. p. 246. 
« Vol. iv. p. 324, Edin. Obstet Trans, 
' Vol. V. part ii. p. 116, Ibid, 
* Vol. vii. p. 22, Ibid. 
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Cases of albuminuria in pregnancy are common, how common it 
would be difficult to estimate. Many primiparous or twin preg- 
nancies are met with in which there is considerable dropsical 
effusion in the lower limbs and vulva, and in others in the face, 
hands, etc., in addition, combined with undoubted albuminuria ; 
yet the majority of these terminate favourably with delivery. 

Albuminuria may occur early in pregnancy. Mrs R, from 
Berwickshire, set 24, married in 1882, consulted me last March. 
She complained of excessive weakness, shortness of breath, and 
swellings of the legs. Before marriage she had shortness of breath. 
During her first pregnancy her limbs were much swollen, and the 
urine was scanty and at times high coloured. Delivery fifteen 
months ago was natural ; she recovered well ; the child is healthy. 
Her physical condition showed her to be three months pregnant ; 
there was an anaemic cardiac murmur at base ; legs and feet much 
swollen and oedematous ; large varicose veins of legs. Urine 
contained about J albumen, no casts. She was ordered Ferri tart. 
3iss. ; Potas. acetat. 3j. ; Potas. bromid., 3ij. ; Syr. ; Aq. q.s. 
gviij. ; and of this §ss. to be taken thrice daily ; and advised 
to apply elastic bandages to the limbs. She was again seen 
in May, when she was much improved ; urine slightly 
albuminous. The vast majority of such cases do well. 

Albuminuria is also met with as a concomitant or result of 
hystero-epilepsy, as pointed out by Scanzoni and others, and this 
may also occur in early pregnancy. In December 1883 I saw 
a good example. A girl, aged 24, previously healthy, about two 
and a half months pregnant, engaged to be married to a fisherman, 
learned by telegram of her jianc6^% death by drowning. On 
receipt of the news she fell down in a fit, the face became livid in 
colour, she foamed at the mouth, bit her tongue, and was wholly 
unconscious. Several fits followed during the next four days. She 
then left her employment, returned home, and came under my 
care. When I saw her she appeared a tolerably well nourished 
healthy girl ; there was no swelling of the limbs or body ; the urine 
was albuminous, no casts. Large doses of bromides of ammonium 
and potassium with iron were prescribed, and also brisk aperients. 
Only two fits occurred after her return home, and she has since 
gone on satisfactorily. 

But the two following cases, differing as they did in many par- 
ticulars, must be considered as widely apart from the foregoing. 
Without further preface I proceed to relate — 

I. Puerperal Albuminuria ; Eeflex Paralysis. 

Mrs Frank M'A, set. 36 ; six previous pregnancies (the first 
and sixth, twins, were both completed at the seventh month) ; two 
of the eight children living. She has been fairly healthy ; she 
last altered in the end of July 1880, and felt motion in November. 
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Visited on 21st April 1881. Her 1^ b^an to swell about five 
or six weeks ago ; the swelling gradually came over the body and 
face. She complains of extreme weakness, severe lumbar pain, 
and shortness of breath ; she passes about 13 oz. of urine in the 
twenty-four hours. Urine : acid reaction ; sp. gr. 1*020 ; J albumen. 
Microscope showed amorphous urates, uric acid, urate of soda, and 
small quantity of pus cells, no casts. At visit she was ordered 
nitrate of potash and sweet spirits of nitre, and digitalis fomenta- 
tions to back. 

April 22nd. — Less lumbar pain ; vision dim ; coughing ; sina- 
pism to chest 

23rd, — Swelling in legs rather less ; the skin of belly pits 
on pinching ; there is very considerable general anasarca ; face 
much swollen. Cardiac sounds normal, but weak ; no hepatic or 
splenic enlargement discovered^ Urine about 26 oz. in 24 hours ; 
pulse 80. 

1^ Potas. acid. tart. gr. xx. t i d. 

Also 1^ Feril et ammon. cit . . 3ij* 

Acid phosphor, dil., . . ^s. 

Potas. acetat .... 3iss. 

Infus buchu q.8. ad, . . Jviij. M. 
Sig. Cap. Sss. t. L d. 

24^A. — ^Lumbar pain severe ; complexion is yellowish ; no jaun- 
dice ; urine about same quantity. 

26th, — Urine increased. Got up and tried to do some house- 
work. Had an attack of sleepiness, loss of speech, and loss of 
muscular power of limbs about 8 o'clock A.M. This attack lasted 
fully 20 minutes. A second came on in bed between 9 and 10 
A.M., when she again became aphasic, and noted that the left leg 
and arm were powerless. 

27^A.— Swelling decreased. Pains resembling labour came on 
during evening of 26th, but she settled. Urine about a pint ; alka- 
line ; 1025 ; eflfervescent on addition of HN03, showing presence 
of carbonate of ammonia, urates of soda, albumen ^. Micro- 
scope — Blood, pus, oU globules, urates, no tube casts. 

29th. — Urine decreased. Amaurosis most marked in left eye. 
Almost complete acinesia of left hand and forearm; anaesthesia 
subnormal; partial acinesia of left leg, less marked on right. 
General strength better; taking food fairly. Prescribed fuschin 
(rosanilin), gr. iss. t. i d. ; discontinue mixture ; acid. tart, potas. 
as formerly. 

30th, — Pulse 92 ; feeling weak again ; is by no means hysterical 
in ordinary acceptation of term ; had " a turn " and lost speech 
in early morning ; breathing short and somewhat difficult ; no lung 
affection; hsemic cardiac bruit. Urine decidedly increased, not 
measured ; it is deeply coloured with fuschin. She states her left 
arm feels numb further up, i.e., in arm. The left hand is almost 
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powerless ; vision impaired in both eyes, the left more especially ; 
nothing except pallor of disc observed. 

31st — Feeling better ; grasp of left hand improved. 

May 1st — Swelling considerably decreased ; urine passed freely 
in considerable quantity, but contains fully one-half of solid albumen 
in test-tube. The grasp of hand is much stronger. 

3rd, — Power of hand improving, except thumb and forefinger, 
which seem absolutely powerless. 

5tk — Delivery of living female child, which presented in second 
position ; no eclampsic seizure ; infant very weakly ; a very large 
quantity of liq. amnii; labour easy, but rather prolonged from 
inertia uteri. Placenta came naturally ; haemorrhage only a few 
spoonfuls. After delivery the mother became very weak, heart's 
action being extremely feeble ; alcoholic stimulants and beef-tea 
given, under which she speedily rallied. Beef -tea or strong 
meat soups given thrice daily for several days. Fuschin pills 
were given on second day after delivery, and continued regularly 
twice, at times thrice, daily. 

10th. — Quantity of urine, which had been almost normal, de- 
creased to 9 J oz. in 24 hours ; on 8th she had finished the supply 
of pills, and had taJken none since. Ordered 6 grs. per diem. 

12th. — Urine much increased ; still some anasarca. Vision im- 
proved. 

17th. — Urine coloured deeply red, very little sediment, strongish 
acid smell ; sp. gr. 1*020 ; albumen J ; no casts. After delivery 
the patient did not regain power in the limbs so rapidly as I hoped. 
During the whole of May and part of June galvanism was applied 
very frequently ; salt water bathing and general tonic treatment 
were also employed. The muscular power of the hand was longest 
delayed, but by the middle of June the patient recovered. 

Now, although it will be afterwards necessary to notice some 
points common to both cases, it may not be unprofitable to con- 
sider at the present those specially bearing on I. It is well to 
note that abortion is not uncommon as a result of albuminuria and 
convulsions. Dr Tyler Smith reported a case in which abortion 
with albuminuria and convulsions had occurred in six successive 
pregnancies (vol. i. Transac. Lond. Ohstet. Soc.) Mrs M'A. had 
only two living children of eight bom previously. As an example 
of reflex paralysis alone the case is most interesting. We cannot 
here enter into a critical digest of reflex paralysis, but must rest 
contented with a brief reference to observations pertinent to the 
foregoing case. Stanley^ developed the theory of reflex paralysis 
in connexion with affections of the kidney. Three sources were 
afterwards recognised as giving origin to this condition : — 1. Affec- 
tions of the intestines ; 2. Diseases of the urinary organs ; and 3. 
Affections of the generative organs.' Brown-SA^uard's explanation 

^ Med. Chirwrg. Transact. 1833, vol. xvii., quoted by Ley den, German Clin. 
Lect. ' Leyden, Get man Clin. Lect, vol. i. p. 167, N. Syd. Soc. 
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of the caase of reflex paralysis is not now accepted, yet this does 
not afiTect the clinical valae of his observations, that such a condi- 
tion was at times caused by diseases of the uterus, ovaries, bladder, 
kidneys, etc. Simpson,* Thomas,' and Sir Spencer Wells,* have 
formerly directed attention to paralysis of this variety. But 
perhaps the most complete account is given by Churchill,* who 
relates, in abstract, twenty-three cases of paralysis during preg- 
nancy, collected from various sourcea Some of these appear to 
be doubtful instances of paralysis, sine cord disease, e,g., 16, "'A 
patient who became hemiplegic six years ago with her first child, 
and has only imperfectly recovered the use of the affected side." 
7 and 8 are described as " depending on cerebral disease," by Dr 
Lever. Churchill gives twelve cases of paralysis post-partum ; 
some of these unquestionably were from brain affection ; " 35,"^ on 
post-mortem examination, had the gray matter reduced to " a pulpy 
condition." Reference to the cases related will show further 
illustrations of this. But Churchill's was the first series of para- 
lytic cases associated with or recognised as depending on albumin- 
uria. Eliminating the cases seemingly due to actual cerebral affec- 
tion and doubtful, thirteen remain as examples of reflex paralysis 
during pregnancy ; two showed aphasic symptoms. 

Another instance is cited by Fordyce Barker.® A patient of Dr 
Fourgeaud's had had several miscarriages, and two living children 
bom before the eighth month. She had albuminuria and amau- 
rosis ante-partum; was delivered of a still-bom seven-months* 
child ; had no convulsions. On the morning after delivery " the 
motor power of both legs was lost; sensibility but partially 
impaired. There was paralysis of the rectum and sphincters, in- 
voluntary defaecation, paralysis of bladder with retention of urine, 
amaurosis, the eye-sight being almost entirely gone." Dr Barker 
does not state whether the paraplegia was wholly removed, but 
mentions that her eyesight was good when he saw her 
next year. 

Puerperal aphasia is a very rare condition, although, as Edis re- 
marks, it is very common at the climacteric period. I recorded one 
case, which I believed to be due to non-septic embolism, some 
years ago -J but there can be little connexion drawn, as no albumen 
was detected in the urine, and a perusal of the case will show that 
the clinical facts warranted the diagnosis. Two cases, one with an 
interesting account of the post-mortem, are detailed in the Brit 
Med, Journal? Both seem due to brain inflammation. Nor must 

^ Obstetric. Works, vol. i. p. 21, etc. 

* Med, Times and Gazette, vol. i. p. 545-65. 
' lhid,f vol. ii. p. 57, etc. 

* Diseases of Women, 5th ed. 
fi IUd.y p. 914. 

* Puerperal Disease, p. 78. 

' Edin, Med, Journal, Sept. 1877, p. 222. 
8 11th Oct. 1879, p. 582. 
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the speechless condition due to temporary coma from uraemia be 
regarded as similar to aphasia as detailed above. In certain 
eclampsic cases the comatose condition is succeeded by one of 
partial intelligence, and aphasia may be complete or partial. The 
last of Dr Lownds' cases ^ exemplifies this. And in occasional 
instances of Bright's disease in the non-pregnant, the same condi- 
tion is noted. I cannot afford space to illustrate this by relation 
of cases, but may mention briefly that two cases, seen in 1881, 
were characterised by sudden loss of memory of transient duration, 
succeeded by aphasia and subsequent secondary brain affection, 
paraplegia, etc. The diagnosis wa^ confirmed in the first of the two 
by an excellent authority on neurology. Nor can we now enter 
into full consideration of the wider question of reflex paralysis, as 
formerly mentioned. Yet let us define what the term signifies 
before passing on to Case II. Ley den says^ "it may be supposed 
to exist in those cases in which paralysis occurs in consequence of 
a violent painful irritation of the bladder or intestines, perhaps 
also of the uterus ; perhaps also when the affection occurs rather 
suddenly, is not accompanied by excruciating pain, and where 
the primary affection only lasts for a short time, and so does not 
lead to the secondary process becoming independent." 

Byrom Bramwell^ writes : " The diagnosis is always hazardous, 
and should only be made when, firstly, there is no evidence of 
organic disease ; secondly, there is a manifest source of peripheral 
irritation ; thirdly, and chiefly, the removal of the irritation is fol- 
lowed by the disappearance of the paralysis." We may now leave 
the case as a genuine illustration of reflex paralysis caused by, or 
complicated with, albuminuria in pregnancy. 

II. Puerperal Eclampsia — Cellulitis — Death. 

Mrs E. H., setat. 22 ; primipara ; married October 1881 ; last 
catamenia, June 1882. During the latter months of pregnancy 
her legs and feet were much swollen. She experienced pain in the 
lumbar region and much thirst; headaches were troublesome. 
Labour pains began on 12th March 1883, about 1 A.M. ; membranes 
ruptured about 2 a.m. The midwife arrived about 5 A.M., and 
found " the os well opened, pains frequent, but short and inefii- 
cient. At 10.20 a.m. Mrs H. had a fit ; her face became almost 
black, she frothed at the mouth, the legs and arms were much 
contracted. Dr Napier was sent for at 10.40." 

On visiting, I found the pulse full slow and labouring ; the face 
muddy and congested, with ecchymosed-like splatches ; lips livid ; 
pupils contracted. Per vaginam: uterus rather high; head in 
middle third of cavity, left occiput anterior. No pains of import- 
ance. The midwife stated her patient had urinated freely about 

1 Edin. Med, Joumaly Sept. 1877, p. 220. 

* German Clin, Lect.y he, cit, 

* Diseases of Spinal Cordj p. 158. ' 
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8 A.M. It was deemed inadvisable to interfere for a time. The 
following was prescribed : — 

Bt Syr. chloral, hydrat., • • . §j. 



Potas. bromid., 
liq. antimon. tart, 
Syr. simp., . 
Aq. q.s. ad, . 

Sig. Sj- om. hor. v. hor. secund. 



311J. 

3j. 
5iij. 

!vj. M. 



Fits recurred at 11.20 A.M., 0.20 p.m., 1.35 p.m. Eevisited at 1.35 
P.M., when it was evident that the bladder was much distended, 
but as the head was now jammed at the outlet,. it was found im^ 
possible to introduce a flexible catheter. After chloroformization, 
forceps were applied, the patient being in the dorsal position. A 
few gentle tractions effected delivery of a living male child of good 
size. The cord encircled the neck and trunk, and measured fully 
27 inches. The placenta was easily expressed, and the subsequent 
hsBmorrhage was only a few spoonfuls. Catheterization produced 
fully 50 oz. of urine, which, on being tested, was found very watery, 
and J albumen. Convulsions recurred at 2.45 p.m., 3.45, 4.45, 
5.30, 6, 7, and 8.20. In all she had four doses of the mixture, 
once only after her delivery. At 4 p.m. she was unable to swallow, 
and wholly insensible. She lay perfectly motionless, and breath- 
ing stertorously between the fits. The fits increased in severity 
and duration up to 6 p.m., when I again visited her. An hypo- 
dermic injection of liq. morphia acetat., "Hlviij., was now given. 
Some improvement followed ; she slept between the attacks, which 
were somewhat milder. At 8.20 p.m. I saw her again, when, as 
mentioned above, she had another seizure : it was most violent and 
prolonged. The strength' seemed going, and free venesection was 
determined on, Dr Millard, who kindly visited the patient with me, 
assisting, I opened a vein in the left arm and permitted blood to flow, 
which it did most freely, until an evident impression was made on 
the pulse. The patient being a stout, full-blooded young woman, 
a large quantity of blood was abstracted before we were satisfied : 
30 ounces in all were drawn off. Visited at 11 p.m. ; sleeping 
heavily ; no fits since last visit ; pulse, 130. 

ISth, — Pulse, 128 ; perfectly conscious ; no pain in head. 
Diet restricted to milk and water. 3 P.M. — Catheterization: 50 
ounces of urine. Pupils still contracted, only partially sensible 
to light. 

14^A, 8.30 A.M. — Pained over bladder and lumbar region ; cathe- 
terization ; allowed beef-tea and chicken-soup. 

]^ Spt. aetheris nitros., . . . 5v. 

liq. morph. hydroch., . . . jiij. M. 
5j. iii. q. q. hora. 

8.30 P.Mi — Pulse, 120 ; no pain or uterine tenderness ; legs a good 
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deal swollen. Catheterization : urine, J albumen, smoky ; sp. gr. 
1*009 ; in all, 60 ounces per diem. 

15tk — Pulse, 104; temp., 103°'5; passed 4^ imperial pints of 
urine naturally since last visit. 

Ifc Sol. ferri mur. (Ed. Ph.), . . 3v. 
Acid, phosph. dil., . . . 3vj. 

Syr. simp., 

Aq. chloroform, q.s. ad, . . §viij. M. 

Ft.. mist. Sig. gss. iv. q. q. hora. 

16th, — Pulse, 116; temp., 104°; no abdominal pain or distension. 
About 50 oz. of urine passed naturally since yesterday. 

17th. — Pulse, 160 ; temp., 104°'5 ; slight abdominal pain, most in 
left inguinal region ; lies easily on right side or back, but cannot 
on left ; no tympanitis. 

5t Quiniae sulpL, . . . . gr. xv. 
Acid, sulph. dil., . . . . 3ss. 
Aq. chloroform ad, . . . . §j. 
Ft. haust. Sig. Stat, summend ex aq. 

Vespere, — Pulse, 120 ; temp., 103°*5 ; abdomen very slightly dis- 
tended ; bears pressure well ; tenderness in inguinal regions. Per 
vaginam : uterus, examined bimanually, is very slightly enlarged, 
but feels high in pelvis (externally cannot be felt by one hand) ; os 
admitted points of two fingers ; lips swollen ; no tear. There is a 
baggy, doughy swelling on the posterior left situation of uterus, 
which extends downwards ; this does not feel fluid-like. Pain 
over kidneys ; bladder empty ; no headache or thirst. She vomited 
greenish mucus in afternoon. Leiter's temperature regulator 
applied to head for 20 minutes. 9.30 p.m. — Pulse, 108; temp., 
104**. Ordered the regulator to be applied over the abdomen with 
cold water, and digitalis fomentations to back as formerly. 

18th, 6.20 A.M. — ^Vomited a little greenish mucus. Bowels 
acted twice; motions very bad smell; urine passed with faeces. 
Pulse, 130 ; semi-conscious ; has not spoken for several hours ; has 
been slightly delirious. 11.20 A.M. — Perfectly unconscious ; eyes 
open ; pupils dilated ; pulse 140, very weak and fluttering. Died 
at 3 P.M. 

Throughout the illness the lochia continued ; there was little if 
any uterine enlargement or tenderness ; no headache at any time. 
For the first few days she looked and felt very well. The tongue 
was at first dry, but latterly clean and moist. There was no 
evidence of metritis, still less suspicion of general peritonitis, nor 
did the patient have the muddy look of pyaemia, or the general 
febrile symptoms and prostration of septicaemia. Except a very 
slight perineal laceration, no traumatic injuries were sustained. 
The microscopic examinations of the urine, which was frequently 
made, showed blood, hyaline, and granular casts, and large quan- 

R 
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titiea of epithelial tissue. With the exception of one dose of 
calomel, 8 grains, followed by an enema, no purgatives were given 
in consequence of the complication of cellulitis.. Small frequent 
doses of wine allowed on 17th. 

The regrettable termination of the case must in great measure 
be regarded as due to the complication of cellulitis. Septicaemia 
is said to be a frequent consequence of eclampsia, but there is 
actually no reason why it should be so. I conceive that the peri- 
toneal strain experienced by Mrs H. in consequence of her condi- 
tion favoured, if it did not wholly account for, the cellulitis. I 
much regretted having to deliver with a distended bladder ; yet I 
fancy it is more common in practice than theory allows to apply 
forceps without using the catheter, and seldom do we hear of bad 
results in consequence. I believe the case would have pulled 
through had the kidneys been healthy, but that the constitutional 
depravity produced thereby overweighted the chance of recovery. 

The pathological questions are so familiar, and have met with 
so much attention at more than one former meeting of this Society, 
that it is unnecessary to refer to them at length. The now dis- 
regarded theory of Frerichs, that carbonate of ammonia in the I 
blood is creative of uraemic convulsions, must be regarded as so 
far apropos to the view I entertain, that the first case would have 
more closely resembled the second had not the renal condition 
been treated ante-partum. Without in any way accepting the 
theory, it has been mentioned formerly that carbonate of ammonia 
was found in free quantity in the urine. 

Previous to the more precise and logical deductions of Angus i 
Macdonald, we had the theories of Tyler Smith and Franken- 
hauser of Jena : the one theorising that albuminuria may depend 
upon sympathetic irritation of the kidneys by the gravid uterus, 
etc., and not upon mere pressure ; the other believing that eclampsid 
seizures arise from disturbance of the nerves and not the vascular 
system. In support of his theory, the latter demonstrated a direct 
connexion between the nerves of the uterus and the renal gan- 
glia. Lusk^ in part adopts Tyler Smith's view in writing, "It is 
the renal insufficiency, not the albuminuria, which causes uraemia 
and convulsions." 

The more recent theories, known as the Traube-Rosenstein, 
which is, shortly, one of loss of albumen, increase of aortic pressure, 
brain oedema, secondary compression of vessels, and acute anaemia d 
and that of Angus Macdonald, which combats the notion ofl 
secondary compression, and substitutes one of anaemia from arterial 
contraction, due to irritation of the vaso-motor centres from excre-' 
mentitious matters retained in the circulation by the malcondition 
of the kidneys, meet with more* general acceptance. Whether we| 
absolutely accept one or other or no, this, at least, is admitted, that 
albuminuria and eclampsia are most frequently associated. Lusk* 

* Science and Art of Midmfery, p. 531. * Ibid., p. 528. 
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says, with very rare exceptions, of which, however, he has never 
seen an instance, the urine is loaded with albumen in eclampsia. 

Eobin^ discriminates certain differences between the albuminuria 
of Bright's disease and the temporary albuminuria of the puerperal 
condition; in the former the oxide of copper test produces a 
beautiful red-violet colour, and flocculent black precipitate ; this 
does not occur in the latter. But temporary albuminuria is so 
common an experience, and may be considered as due to so many 
different influences, that it is no wonder that Eobin's observations 
have been practically of little utility ; a passing bladder catarrh, 
an exposure to a chill, a change of diet, etc, may explain certain 
mild cases. In Case I. the existence of reflex paralysis seems in 
harmony with the irritation theory, the vaso-motor theory of Dr 
Macdonald, In Case II., in which it is vastly unfortunate an 
autopsy was impracticable, we had a more pronounced condition of 
renal disease. Braxton Hicks' excellent work on this subject led 
him to the views, now so widely known, in explanation of eclampsia 
nisi prior albuminuria, — (1.) That the convulsions themselves are 
the cause of the nephritis ; (2.) That the nephritis and convulsions 
are produced by the same cause, e.g., some detrimental ingredient cir- 
culating in the blood irritating both cerebro-spinal system and 
other organs at the same time ; or (3.) That the highly congested 
state of the venous system, as is produced by spasm of the glottis 
in eclampsia, is able to produce the kidney complications. 

I, however, believe that there was an ante-partum renal condition 
in both cases (however produced) for at least a short time before 
parturition. In both cases the women were afiected for several 
weeks with considerable dropsy. This, of course, may often count 
for little, and frequently, especially in primiparous or twin preg- 
nancies, dropsies with albuminuria pass off harmlessly without 
attention. Case I. was more troubled before parturition than II., 
as in her case the swelling involved the face and body to a great 
extent, the breathing was much affected, and the lumbar pain 
severe. But in her case the nervous system was probably more 
directly affected from some personal or constitutional proclivity, 
and eclampsia may have been averted by prophylaxis, although 
other cases already mentioned had no convulsions in connexion 
with albuminuria and paralysis. The really diflScult points to 
explain are. Why cases seemingly the same should differ, as they 
clinically do, in their conditions, and why are some so amenable, 
others so little controlled by remedial measures ? And also. 
Why some in which there is every reason to expect convulsions 
should have none ? Mrs T., pregnant, had scarlatina with dropsy 
and epileptiform convulsions in Jan. 1884 ; she was delivered of 
her first child safely and naturally in May 1884; child living; 
recovery of mother excellent. In this case I was agreeably dis- 
appointed, as I quite expected eclampsia: 

^ Piierperal Diseases^ Barker, p. 68. 
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As bearing in some degree on the question of causation, we may 
regard the relative frequency in private and hospital practice. In 
5734 confinements in private practice there were 5 cases of eclampsia, 
about 1 in 1250^; in 993 deliveries occurring in eight years in the 
Montreal Lying-in Hospital there were 7, or 1 in 141.^ Churchill* 
gives 1 in 618 ; Leishman,* 1 in 350 ; but, as the latter perspicu- 
ously observes, statistics can be little relied on. Since 1873, with 
a tolerably extensive midwifery practice, I have seen only three 
cases, the first in 1875, the second in 1881, and the third given 
above. During that time I have delivered several women in 
various stages of Bright's disease, and many who have suffered from 
marked ante-partum albuminuria, without the slightest threaten- 
ing of convulsions. 

Etiology may be shortly summed up thus: — Eclampsia may 
arise from predisposition on account of albuminuria, anaemia, 
hydra3mia, uraemia, neurotic tendencies, primiparity, twin preg- 
nancies, atmospheric causes, or possibly difficult parturition. F. 
Eamsbotham^ mentions that convulsions are more frequent in hot 
weather. Andral,® Denman, and Smellie were of the same opinion. 
" Thunder in the air " was often noted by John Eamsbotham ^ as 
present when convulsion cases occurred. Dugfes believed that con- 
vulsions might become epidemic from atmospheric influences.® 
I am not aware that modern experience justifies this belief. The 
other causes require little reference ; there has been difference of 
opinion regarding primiparity, but I find most authorities regard 
eclampsia as more likely in first than later cases. Dr Scholtz, 
a recent graduate of Edinburgh, now practising in Cape Town, 
lately wrote me an interesting account of a case of twin pregnancy 
in a multipara with convulsions, children and mother did well. 
Jaccoud believes that "anaemia does not produce paralysis, but 
convulsions ;" Stenson contradicts this.® 

The Pkognosis of eclampsia is influenced by various considera- 
tions. Some regard convulsions appearing for the first time after 
delivery as most dangerous. This occurred in my case in 1881, in 
which the first fit happened five hours after delivery, fits recurred 
every hour and half, and at one time she had twelve or tliirteen 
in an hour and quarter. Others believe these cases to be most 
favourable ; in my experience the 1881 case was easily controlled, 
and perfect recovery took place speedily. 

The Treatment of puerperal albuminuria and its allies, paralysis 
and eclampsia, is a long subject, but must here be considered briefly. 

1 Dr Godson's "Statistics Midwifery Practice," Trans. Lond, Obstet Socy,y 
vol. xviii. p. 223 et seq. 

* Trans, Lond, Ohstet, Socy,, vol. xx. p. 43. 
3 Theory and Practice of Midwifery^ p. 491. 

* System of Midtoifery, p. 758. ^ Obstetric Medicine^ p. 666. 

• Ibid, '^ Observations on Midwifery^ p. 319. 
8 Churchill, Diseases of Womeny p. 872. 

• Leyden, German Clin. Lect., loc. cU. 
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FeiTuginous tonics, with nervine sedatives, have yielded best 
results in albuminuria. Where kidney affections are present 
diuretics are indicated ; of these the salts of potash and digitalis 
seem most useful. Mineral acids, especially phosphoric, are also of 
service. In connexion with the special treatment of Bright's 
disease in pregnancy, I believe fuschin will be found specially 
beneficial. I have used this drug in several cases of nephritis with 
advantage, and although my experience of its use in kidney disease 
in pregnancy is limited to the foregoing Case I., I feel satisfied it 
v^ill yet meet with a wide employment. After the confinement I 
was doubtful of using it, but the relapse mentioned above seemed 
to indicate it, and it was repeatedly found that when the patient 
ceased taking it the urinary secretion was lessened, and the general 
condition (paralysis, etc.) became worse. Galvanism is unquestion- 
ably of benefit in reflex paralysis post-partum , I would consider 
it a moot point whether it should be employed before delivery. 
In eclampsia the question of hastening delivery must needs be 
determined by the special circumstances ; if there is a good chance 
of natural termination within a reasonable time, the consensus of 
opinion points to non-interference. The drug treatment of convul- 
sions is also a lengthy matter. Among the purgatives recommended 
we find croton oil, elaterium, podophyllum, jalap, calomel, tartarate 
of potash, etc. The vascular sedatives comprise digitalis, veratrum, 
piliocarpin, etc.; and the nervine and vascular sedatives, — morphia, 
by hypodermic administration, conium, chloral in enema or sup- 
pository, or hypodermically, the bromides and ether, and, par 
excellence^ chloroform. The great special agents are venesection, and 
cold to the abdomen and head ; bleeding ** into the leg," by means 
of a ligature tied tightly round a limb, has also been suggested ; 
digitalis fomentations are likewise highly esteemed in certain cases. 
Of the various remedies all agree that up to a certain point we must 
regard chloroform as most important. Chloral is pretty generally 
placed second, yet this opinion is not universal. Dr Lownds,^ in 
remarking on three cases of eclampsia, writes, " Chloral seemed to 
do no good.'* He further quotes Dr Geo. Johnston's Savileian 
Lectures thus, — " In speaking of small doses of bromide and chloral 
combined in the paroxysmal dyspnoea of Bright's disease, Dr 
Johnston says, ' If, however, the secretion of urine be very scanty, 
and the blood consequently much contaminated by retained excreta, 
the chloral may fail to relieve, and may even add to the distress.' 
It is true that the causes differ, but the effect on the blood was the 
same." My own experience of chloral, in at least one case, was 
favourable, but it failed to relieve in Case II. Fordyce Barker ^ 
states he hoped great things from chloral in eclampsia, but has 
been disappointed. Venesection, in suitable cases, is once again 
placed high as a remedy in convulsions. The former theory that 
its action was beneficial, inasmuch that it removed a certain quan- 
1 Edia. Med, Jmr.<, Sept 1877, p. 221. « Puefrp&ral Diseases, p. 120. 
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tity of excrementitious or poisonous matter from the system, which 
was in the position of the last straw breaking the camel's back, has 
been displaced by the more acceptable one ofifered by Macdonald, 
that by blood-letting the action of the irritated vaso-motor centre 
is lowered. The quantity of blood taken must vary. Lusk^ 
recommends 8 to 14 oz.. Barker* 20 to 40, Dr CarmichaeP bled to 
30 oz., Vogel recommends 30 oz.; in my case I took 30 oz. before 
there was influence on the pulse ; after the bleeding the fits ceased. 
In former times 40, 50, and even 70 oz. were advised by Denman, 
Blundell, and others. 

The exhibition of morphia was at one time looked on with 
suspicion, but if chlorjd and bromide fail, and from the condition 
of the patient we cannot bleed or keep up prolonged anaesthesia, I 
think an hypodermic injection highly advisable. 

The discussion was adjourned until a future meeting. 



Meeting VIII.— June 25, 1884. 
Dr Angus Macdonald, Vice-Prmdent, in the Chair. 

I. Dr Skene Keith showed (1) an ovarian tumour removed by 
Dr Thomas Keith. A secondary cyst filled with sarcomatous 
material had ruptured into the chief cyst, and had then opened 
through a small aperture into the peritoneum. (2.) A prepara- 
tion consisting of a part of the uterus, the dilated Fallopian 
tubes, with an ovarian cyst which contained papillomata, 

II. It was agreed to postpone the discussion on Dr Leith 
Napier's paper until this had been put in print and circulated 
among the members. 

III. Dr Angus Macdonald introduced the following paper with 
the statement, that it was called forth by a remark of Professor 
Simpson's in his introductory address, recommending that such 
reports should be made to the Society : — 

KECOED OF CASES TREATED IN WARD XXVIII., ROYAL 
INFIRMARY, EDINBURGH, from 1st November 1883 to 30th 
April 1884. 

By Anqus Macdonald, M.D. 

The following cases have *been compiled with great labour for 
me by my friend and Infirmary assistant, Dr Brewis. To him is 
due the credit of carefully abstracting them from the extended 

1 Loc» cU. * Loc, cU, * Transac, Ed, Ohtet. Socy,, vol. v, pt. ii. p. 116. 
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form in which they are contained in the Ward Case-Books. I 
myself have done little more than read over the abstracts and 
write out such remarks upon them as they seemed to suggest. 
Tliey are presented in the hope that they may not be uninteresting 
to the members of the Society. 

Group A. — Fibroid Tumours of the Uterus. 

Of these there were five cases. Two were successfully removed 
by operation. The other three were subjected to palliative treat- 
ment, as they appeared unsuitable for operation. 

Case I. — A. L., set. 36, unmarried, was admitted into Ward 
XXVIIL, on 5th Nov. 1883, on recommendation of Dr M'Lel- 
land, Alexandria, complaining of a swelling in her abdomen. 
Patient always enjoyed good health till three years ago, 
when she felt a severe pain in her back, which lasted only three 
days. Twelve months before admission the same kind of pain 
returned ; since that time it has been constant. The pain induced 
her to go to the doctor, who told her there was something wrong 
with her inside, and advised her to go to the hospital. 

Condition on Admission, — Abdomen distended to about the size 
of a seven or eight months' pregnancy, but somewhat irregularly 
so, the long end of the oval passing obliquely upwards from left 
to right, from middle of left Poupart's ligament to tip of last rib 
on right. Tumour is perfectly movable. Percussion is uniformly 
dull anteriorly, resonant on both flanks, especially on the left. On 
the right the tumour feels solid ; on the left something like obscure 
fluctuation is present. In front, a soft flat cyst containing fluid 
can be distinctly felt, and it is freely movable over the surface of 
the solid mass behind. On auscultation an impulse is communi- 
cated to the ear from all points of the surface of the tumour. 
On the lower aspect anteriorly a distinct bruit is audible synchronous 
with the heart's first sound. 

P.V. — Hymen is persistent, pelvis empty, and the vaginal por- 
tion of the cervix is represented by a button-like nodule of firm 
tissue. From this nodule the thinned elongated cervix can be felt 
extending upwards to the tumour, a distance, as measured by the 
sound, of between 2 and 3 inches. 

23rd Nov, 1883. — Dr Macdonald opened the abdomen. There 
were no adhesions whatever. Before the tumour could be removed 
the incision had to be extended gradually from the symphysis pubis 
to 1^-2 inches above the umbilicus. Both ovaries were high up 
and placed, the left anteriorly and the right posteriorly, behind the 
tumour. There was a marked twist from left to right forwards, 
the amount of rotation being quite J of a circle. The neck was 
elongated and formed a fairly good pedicle. This was embraced 
in a Tait's clamp and secured. The tumour was now cut off about 
an inch above the clamp. The end of the stump did not 
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bleed at all. A further portion of the stump was removed by 
scissors. The abdominal wound was now secured by 13 deep and 
numerous superficial sutures. A piece of protective steeped in 
carbolic lotion was placed over the wound, and a mass of salicylic 
wool secured by bandages over the abdomen, and the patient was 
put to bed and attended to in the usual manner. 
Time of operation as follows : — 

Opening abdomen, . . .3 minutes. 

Removing tumour and adjusting clamp, 12 „ 
Sewing up abdomen, . . . 45 „ 



Total, 60 minutes. 
Weight of tumour, . . .10 lbs. 

The patient made an uninterrupted recovery. The highest 
temperature registered during the convalescence was 99°'4, which 
occurred at 11 a.m. on 24th Nov. and 4 p.m. on 25th Nov. Pulse 
average was 65. Over the stump a little powdered iodoform was 
sprinkled. No opium was administered. The bowels were 
moved by castor oil, for the first time, on 1st Dec. The deep 
stitches were removed on the 9th day, when complete union by 
first intention was formed throughout. 

The superficial stitches were taken out on the 11th day. 

The clamp separated on 26th Dec. 1883. 

24^A Jan, 1884. — Wound quite healed. P.V. — End of vagina 
could not be reached. Patient discharged. 

The operation in this case was necessitated through pain 
occasioned by the rapid growth of the tumour. There was no 
trouble from bleeding. The medical attendant who sent the 
patient into hospital reported that the tumour appeared to him to 
double its size in the course of two months. The main bulk of the 
tumour was made up of fibroid degeneration of the anterior wall 
of the uterus, the body of the organ being wound round its 
posterior surface. The marked twist in the tumour is of import- 
ance in its bearings upon the treatment of removal of the ovaries 
for the purpose of arresting the growth of fibroid tumours. Whilst 
the left ovary could have been easily removed, it would have been 
completely impossible to reach the right. Before proceeding to 
operate, we had made clearly out that the tumour was clear of the 
pelvis and had an elongated cervix, two points of the greatest im- 
portance in facilitating the operation. The loss of time which 
occurred in sewing up the abdominal wound arose from efiTorts to 
secure as completely as possible the lower angle of the wound 
below the pedicle. In attempting to do this the needle broke and 
led to considerable delay. 

Case II. — M. B., ast. 54, admitted 21st Feb. 1884, on recommen- 
dation of Dr R. Bruce, Edinburgh, complaining of a swelling 
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in her abdomen and of pain in the swelling. Patient first noticed 
a lump in her abdomen eight years ago ; since that time the lump 
has gradually increased in size, and during the three weeks pre- 
vious to her admission it has rapidly grown much larger, and 
feels harder, and more pain is present. Patient also states that for 
two or three weeks before admission she has passed less water than 
previously, and that there has been a disagreeable pain present in 
her back. 

Condition on Admission. — Abdomen is occupied by a large 
tumour distended to the size of a full-term pregnancy. Tumour 
is hard, movable, rounded, smooth, and oval in shape. Friction is 
heard anteriorly ; a soft bruit is audible synchronous with first 
sound immediately above pubis in the mesial line. Measurement 
round the most prominent part of the tumour (3 J inches below 
umbilicus) 47^ inches. 

From right ant. sup. spine of ilium to umbilicus, 
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umbilicus to pubis, .... 
„ ensiform cartilage, 

All over surface of tumour percussion is dull, and the flanks 
clear. The note is also clear between the ensiform cartilage and 
the upper border of the tumour. 

P.V. — ^Vagina rather narrow and elongated. Cervix can be felt 
with extreme difficulty at the upper end of the vagina on a level 
with the upper edge of the symphysis ; no part of the tumour can 
be felt per vaginam, but only one finger can be passed into the 
latter. Sound enters upwards and towards right 3 inches. 

Urine passed in twenty-four hours, §24, containing albumen, 
blood, pus, renal epithelium, and blood casts. The patient was 
put on milk diet; the quantity of urine increased to §50 during 
the twenty-four hours, and the week before she was operated on 
only a trace of blood and albumen could be detected. 

On the 4th April, Dr Macdonald performed laparotomy. The 
peritoneum was speedily reached ; on passing the hand round the 
tumour it was found to be free from adhesions. The uterine 
tumour had so developed as to bring the left ovary forwards and 
upwards as high as the umbilicus, thereby producing great tension 
of the left broad ligament. The incision was gradually increased 
by J of an inch at a time upwards until the tumour could be 
pushed through. It was then found that the tumour had a very 
short, thick pedicle ; round this was passed a Tait's clamp, which 
was securely tightened. The tumour was now cut off about an 
inch above the clamp ; the haemorrhage was found to be com- 
pletely arrested by the clamp. The abdominal incision was now 
brought together by deep and superficial stitches. The superfluous 
tissue of the pedicle was cut off by scissors, and the stump dressed 
by being freely dusted over by a mixture of equal parts of bismuth 

s 



138 CASES TREATED IN WARD XXVIU., ROYAL INFIRMARY, 

and iodoform. The rest of the wound was covered by a layer of 
protective. The woman was then put to bed, and had a brandy 
enema administered. 

The patient made an excellent recovery; highest temperature 
reached was 99^ She passed wind on the third day ; bowels were 
moved on the 8th day after castor oil had been given. Deep 
stitches were removed on the 7th day; clamp was removed on 
30th ApriL Tumour weighed 9 pounds. 

In this case also the operation was required on account of the 
bulk and rapid growth of the tumour. It was foimd to be de- 
veloped in the posterior uterine wall, the body of the uterus being 
stretched over its anterior surface. For similar reasons removal of 
the right ovary, which lay behind the tumour low down, would 
have been impossible. There were several considerable cavities 
developed in this tumour, indicating its tendency to fibrocystic 
change. It is also to be noted that the pressure of the tumour 
appeared to have been causing renal disturbance. At any rate, 
when the patient came in, there was scanty urine containing blood- 
casts and albumen. Eest and appropriate treatment speedily ren- 
dered the urine both plentiful and healthy. The pedicle in this 
case was exceedingly short, and as the patient's abdominal walls 
were very thickly covered with adipose tissue, the clamp sank 
deeply into it, and on the left and right sides caused a certain 
amount of ulceration. But on removal of the clamp these 
symptoms rapidly improved. 

The difficulties associated with the external method makes one 
sigh for a reliable internal method in this operation. But the 
risks of bleeding and of infection are so great that I have not seen 
it advisable to attempt the internal method so ably and success- 
fully practised by Schroeder. 

Case III.— M. A. M'B., aet. 51, admitted 9th Jan. 1884, com- 
plaining of enlargement of abdomen. Patient has not menstruated 
during the last seven years, but her abdomen has been gradually 
increasing in size. Appears in good health, apart from the incon- 
venience of the tumour. 

Co7idUion on Admission, — The abdomen is occupied by a more 
or less rounded, movable, resistant, hard tumour. Abdomen at 
widest girth measures 39 J inches. Percussion absolutely dull up 
to 1^ inch below umbilicus ; in both flanks note is clear. Auscul- 
tation gives negative results. 

P.V. — The posterior part of the pelvis and a great part of the 
inlet is occupied by a large tumour, soft anteriorly, hard posteriorly. 
Arching in a semilunar manner in front of the most anterior part 
of the tumour is a thin valve-like tissue, which seems to be the 
thinned anterior lip of the cervix. Using this as a guide the 
sound passes up towards the right 3J inches. 

This case admitted of no surgical treatment, more especially as 
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there was no haemorrhage to complain of. Patient was dismissed 
on the 24th Jan. 1884 in statu quo. 

Case IV. — ^J. D., aet. 43, admitted loth Feb. 1884, complaining 
of a tumour in her abdomen. Patient first noticed tumour four 
years ago. It has grown slowly, and has not been increasing lately. 
Menstruation was profuse, but is not so much so now as it was 
nine months ago. 

Condition on Admission. — The lower part of the abdomen is pro- 
jected by a tumour of uneven outline, which extends as high as 
the umbilicus. It is firm, not tender, and freely movable. On the 
lower part of the tumour a bruit synchronous with the heart's 
souild is audible. The girth round the most projecting part of the 
tumour is 34 inches. 

P.V. — The cervix is undone. A rounded tumour occupies 
the posterior part of the inlet continuous with the tumour 
in the abdomen, and moves with it. In front of the os 
there is also projecting into anterior part of the pelvis a 
rounded mass similarly related to the tumour. The sound enters 
upwards and forwards barely 3 inches without pain. The patient 
is rather anaemic. Patient was ordered ergotine suppositories and 
a chalybeate tonic, and after a rest in hospital was dismissed on 
23rd March 1884 as an unsuitable case for operative interference. 

Case V. — Mrs M., aet. 48, was admitted on 9th April 1884, 
complaining of a continued sanguineous discharge and pain in her 
"back. Her illness dates from a miscarriage she had seven years 
ago. Patient has had six children and two miscarriages. 

Condition on Admission. — Patient is very ancemic looking. A 
systolic murmur is present in all the cardiac areas. 

Physical Examination. — Abdomen occupied inferiorly by a 
rounded, movable, almost fluctuating tumour, which extends 5 
inches above the upper edge of the symphysis pubis. The tumour 
is more developed towards the left than towards the right, although 
on the whole it is centrally placed. Bruit is heard immediately 
above symphysis. 

P.V. — Cervix reached with some difficulty. It is considerably 
undone, the lower os being traversable to the examining finger, 
which passes in IJ inch. Cervix passes right into tumour, which 
is movable. No part of tumour is contained in the pelvis. 

2ird April. — Patient left hospital owing to domestic affliction. 

The above cases differed very considerably in symptoms and 
condition. In Case III. there was no haemorrhage, but the patient 
applied for relief on account of the bulk of the tumour. There 
was, however, no evidence to show that the mass was growing fast, 
and the absence of a bruit indicated no great vascularity in the 
mass. The difficulty and risks of removal when the cervix was 
undone, and the tumour was found to grow so deeply between the 
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layers of the broad ligament, appeared to me so great that I de- 
cliued to interfere by operation, and accordingly the patient left. 
I have not heard from her since. 

Indeed, such cases present nearly insuperable diflSculties to re- 
moval, partly because there is nothing from which to make a 
pedicle, and partly on account of the enormous adhesions which 
are found round the mass when the broad ligament is opened up 
by the downward and outward growth of the tumour. 

The same remarks apply to Cases IV. and V., only that in regard 
to them the bleeding was an urgent symptom. 

But in Case IV. the hsemorrhage, though still present, appeared 
for several months past to be steadily diminishing. Accordingly, 
I contented myself with recommending ergotine and iron in the 
hope that the patient's strength might be kept up until the meno- 
pause was fully established, when there is every reason to expect 
the tumour would shrink and give little further trouble. 

But Case V. presented such distressing bleeding that operation 
was seriously contemplated. The case, however, did not present 
a good one for hysterectomy, as though there was no pelvic adhesion 
and no considerable opening out of the broad ligaments, the length 
of the cervix was so encroached upon as to render it all but impos- 
sible to get such a pedicle as a clamp could secure. Accordingly, 
I had made up my mind to try the effect of removal of the ovaries 
in the hope of inducing a premature arrest of menstruation, and 
thus removing the most pressing symptom, viz., dangerous flooding. 
The sudden illness of a daughter of the patient led her to leave 
the hospital unexpectedly. She was to return if the bleeding con- 
tinued to be serious. Meanwhile she was to employ ergotine and 
quinine pHls, but she has not as yet applied for readmission. 

Group B. — Ovariotomy. 

In this group we include two cases. Strictly speaking only the 
first cai^e belongs to this class. The second case proved to be a 
tumour of Fallopian origin. But we include them together as the 
symptoms and treatment are so much alike as to render diflFerent 
diagnoses impossible before abdominal section. 

Case I. — M. P., set. 23, unmarried, was admitted into Ward 
XXVIII. on 24th Jan. 1884, on recommendation of Dr C. 
Lunan, Blairgowrie, complaining of a large swelling in the abdomen, 
of pain in the right side, of sickness, and of only being able to 
digest milk diet. 

Two years ago she suffered from severe pain in the right side, 
and inability to eat. In August last she first noticed the swelling, 
and since that time it has rapidly increased in size. She had con- 
siderable menorrhagia and metrorrhagia from May till August last 
year. 

Condition on Admission, — Abdomen distended to size of eight 
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or nine months' pregnancy by a tumour of slightly uneven outline, 
but on the whole of smooth contour. The tumour projects very 
far forwards interiorly, and seems to lie more to the right than the 
left. Percussion note is dull over the anterior surface of the 
tumour, clear in the flanks far back. The tumour appears to move 
slightly under anterior wall with forced inspiration. Measurement 
round umbilicus, 35J inches ; about 1^ inches below umbilicus 
measurement is 38 inches ; from right anterior superior spine to 
umbilicus, 9 J inches ; from left anterior superior spine to umbilicus, 
8 J inches ; from symphysis pubis to umbilicus, 8| inches. P. V. — 
Tumour presses down into anterior half of pelvis, displacing the 
uterus towards the left and backwards. No part of the tumour is 
found in the pouch of Douglas. Sound enters towards the left and 
upwards nearly 3 inches. Per Eectum. — Small body of uterus 
is distinctly felt, apparently separate from the body of the 
tumour. 

On 6th Feb. the patient was after due preparation submitted to 
operation. The room had been sprayed for some hours, and the usual 
antiseptic precautions were employed, only the spray was not used 
during operation. The abdomen was opened with ease. It was then 
found that the tumour was attached to right broad ligament, and 
that there were considerable adhesions of its upper anterior part 
with the great omentum. Otherwise the tumour was free. The 
only considerable cyst contained in the tumour was tapped, and 
about a pint of fluid run off. The edges of the tumour were now 
surrounded with sponges, and the tumour incised. The hand was 
then passed into the interior, and the multitude of small cysts 
forming its mass was thus broken up, and its contents squeezed 
out In this way the tumour was got lessened in bulk, so as to pass 
through the abdominal wound, which originally measured about 
6^ inches. The omental adhesions were now fully exposed, and the 
attached part of the omentum was divided into a number of 
separate portions and tied by catgut ligatures. The pedicle was 
very broad, and rather thin and short. It was transfixed and tied 
with silk ligatures, secured by the Staffordshire knot. As it 
seemed to ooze a little after being tied, and the tumour separated 
from it, the loose ends of the thread were brought round the face 
of the pedicle, and again tied. The sponges were now removed 
from the abdomen, and the whole cavity thoroughly squeezed out. 
The omentum was carefully inspected, and no bleeding point dis- 
covered. The ligature was now cut short, and the pedicle dropped. 
The abdominal wound was secured by deep and superficial sutures, 
and the wound dressed with protective and salicylic wool and a 
flannel bandage. The patient was put to bed surrounded by hot 
bottles, and a brandy enema administered. 

The operation lasted IJ hours. The solid weight of the tumour 
was 4 lbs., and the fluid weighed about 12 lbs. 

Patient's recovery was excellent, though somewhat retarded by 
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persistent sickness and vomiting, which lasted for first ten days 
after operation, during which time she was fed by enemata. For 
first few days temperature ranged from 100'' F. to lOl^'-S, after that 
it became normal, and remained so. Deep stitches were removed 
on 7th day — union complete. Patient improved daily after vomiting 
ceased, and was dismissed on 10th March 1884 perfectly welL 

Since this patient returned home, I have heard that she con- 
tinued to keep welL It is to be noted that the way the tumour 
was fixed above by the omentum, and below by the pedicle, 
rendered its removal a little difficult. Its mass being made up of 
small cysts with thick contents, did not permit of its bulk being 
luaterifidly lessened by tapping, and I was thus obliged to incise it, 
and break up its contents before I was able to remove it. Some 
anxiety was caused by finding that the fluid contents of some of 
the cysts, when subjected to microscopic examination by Dr 
Foulis, was found to contain sarcomatous elements. This led to a 
special examination of the tumour, and the detection of sarcoma- 
tous thickening of certain portions of its walls. But as there 
were no proliferating masses on any part of the surface of the 
tumour, we have the best reason to expect that the patient will 
continue to do well, having escaped infection from the sarcoma. 

Case II. — Mrs P., set. 21 ; married two years, no children ; 
admitted into Ward XXVIII., 18th Dec 1883, on recommendation 
of Dr Cappie, Edinburgh, complaining of pain in the right groin. 
Twelve months ago patient was suddenly seized one evening with 
a sharp pain in her right side, mustard was applied, and relief was 
obtained for the time. From that time till now patient experiences 
at times a feeling of heat in the side. Menstruation natural. 
Health has always been good. 

Condition on Admission, — Greneral appearance flabby and 
chlorotic. Abdomen distended to about the size of a seven months' 
pregnancy. The tumour is more developed towards the left than 
the right. Measurement round the most prominent part of the 
tumour, about an inch below umbilicus, is 30J inches. From 
umbilicus to right ant. sup. spine, 6 J inches ; to left ant sup. 
spine, 6 J inches. Tumour feels smooth all over ; appears to move 
with respiration. Percussion in riy[ht flanks clear ; in left some- 
what dull. Anteriorly over whole tumour is marked dulness. 
Fluctuation and fluid thrill are felt throughout the tumour. P. V. — 
Posterior part of pelvis and entire inlet are blocked by a tumour 
which moves in unison with abdominal tumour to a certain extent 
Uterus is displaced to the left and upwards. Cervix uteri can be 
reached, but with some difl&culty. Sound passes upwards and 
forwards without pain 2J inches. 

Dr Macdonald performed laparotomy on 26th Dec. 1883. On 
entering the peritoneal cavity the omentum and a portion of the 
bowels were found adherent to a large cyst which occupied the 
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right side of the abdomen. The aspirator was passed, and about 
§ 90 of a dark amber-coloured fluid drawn ofif. On attempting to 
remove the cyst it was found to pass deep down into the very base 
of the pelvis, so that it was impossible to complete the removal 
without first separating the bowel adhesion, and, second, opening 
the broad ligament so as to get the cyst gradually enucleated from 
between its folds. In doing so some haemorrhage occurred neces- 
sitating very numerous ligatures. The tumour towards the uterine 
end was firmly adherent to the broad ligament, so that the latter 
had partly to be included in the pedicle and partly to be torn into 
small pieces and tied. The pedicle proper was very thick, hard, 
and short, and proceeded from the right upper angle of the uterus. 
On examining for the left ovary, there was found protruding from 
the left broad ligament near the normal site of the ovary an 
elongated bowel-like cyst with exceedingly thin walls, which 
occupied the left iliac and left lumbar regions. Over its anterior 
surface, and firmly adherent thereto, passed a considerable knuckle 
of intestine. As far as could be judged the cyst bulged between 
the layers of the mesocolon. The bowel was firmly adherent to 
this cyst down to its pedicle, which proceeded from the left upper 
corner of the uterus in the same manner as the other cyst from the 
right. There was considerable difficulty and much bleeding during 
the separation of the bowel from this cyst, numerous ligatures 
being required. During the process of separation the cyst burst, and 
a large quantity of a clear serous-looking fluid was squeezed out. 
The pedicle was now secured close to the uterus, and its other ad- 
hesions tied in portions and divided. There was seen to be still some 
capillary oozing from the right side and floor of the pelvis, but no 
distinct bleeding points could be discerned. The abdominal wound 
was now brought together in the usual fashion after the cavity had 
been well sponged out ; the wound was dressed, and a glass drainage 
tube introduced into its lower angle. The patient was much 
exhausted after operation, and had twice a brandy enema. On the 
day of operation, at 5 P.M., the pulse was feeble, 130 per min. 
Dressing changed. There was squeezed from the sponge and 
sucked from the glass tube § 6 of sero-sanguineous fluid ; gss. of 
brandy ordered every two hours. 10 p.m. — Pulse stronger ; temp., 
100''-2. 21th Dec.y 10 A.M.— Wound looks healthy ; 3 9 of sero- 
sanguineous fluid sucked from tube. Pulse firmer; ordered to 
diminish brandy by one-half. 5 p.m. — Dressing changed ; 3 8 
sucked from tube; temp., 100°; pulse, 139; igr. morphia, Vxy gr. 
atropine administered hypodermically. 28th Dec, 10 a.m. — Patient 
seems easier ; § 1 sanguineous fluid got from tube and sponge. 
Temp. 99°-2; pulse, 128. 2 p.m.— Temp., 100°-4; pulse, 140. 29th 
Dec. — Hypodermic of morphia and atropine given at 1.30 A.M. and 
10.30 A.M. At later hour discharge was septic and smelling. Dr 
Macdonald washed out abdominal cavity with warm carbolic lotion, 
1-100. 3 P.M. — ^Temp., 100°-8 ; pulse, 150 ; another hypodermic 
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given. 10 p.m. — Abdoiiien again washed out. 12 p.m. — ^Temp., 
102"-4. 

30/A Dec, — Temp, gradually rose to 103^ then 104° at 6.50, when 
patient died. 

No post-mortem allowed. 

This case presented points of special and unexpected difficulty. 
Considering that there was so free fluctuation in the tumour, and 
that the patient was a healthy woman, there appeared no ground 
to expect unusual operative difficulty, except in the facts men- 
tioned in the case that the tumour projected deeply down on the 
right side of the uterus, and elevated the organ at the same time. 
It would appear that in this case we had to deal with two huge 
enlargements of the Fallopian tubes. At any rate, from the 
peculiar shape of the tumour on the left side there is the best 
reason to regard this as of tubal origip. The parts comprising the 
broad ligament were so disfigured by pressure of the cysts that it 
was impossible, even with the most careful scrutiny, to detect any 
trace of ovaries or tubes to make certain that the cysts originated 
in the tubes. But the close connexion of such pedicle as the 
tumour possessed with the upper angle of the uterus, and the 
absence of any trace of Fallopian tubes, seem to imply an origin 
from the tubes. 

I cannot help thinking that, notwithstanding the severity of this 
case, all might have gone well had we not had in the large ward 
some rather putrid cases. The drainage tube seems to have been 
a source through which the peritoneal fluids were made septic. I 
need hardly say that we used every precaution within our power, 
by protecting the end of the tube from the air, to avoid this result. 
Be this as it may, it is evident that the patient died of septicaemia 
in spite of all our efforts. 

Group C. — Cases of Trachelorrhaphy. 

Of these there were in all five cases. They are recorded with 
as great brevity as possible, as they are all so much ahke. 

Case I. — Mrs G., set. 28, admitted 13th Dec. 1883, complaining 
of pain in back and hypogastric region, worst at menstrual periods, 
with a considerable amount of menorrhagia and leucorrhoea. 

Physical Examination, — ^Vaginal portion of cervix split deeply 
towards left side and posteriorly, so as to make a small posterior and 
large anterior lip. Uterus erdarged and tender. Ovaries tender, 
left enlarged. 

Treatment. — Patient was put on hot douche for a few days, then 
Emmet's operation was performed. Four stitches were introduced 
on the left and three on the right side. On the 9th day the stitches 
were removed. Perfect union resulted. 

Case II. — Mrs A., set. 24, admitted 24th Jan., complaining of 
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paiD in the back and belly. Patient has had two children, the 
youngest 15 months ago. Had miscarriage 4 months ago, and 
since then her menstruation has been irregular and leucorrhoea has 
been present. 

Physical Examination. — Cervix deeply torn on both sides, more 
especially on the left; considerable hypertrophy of both lips, as also 
erosion and eversion of the same. Body natural, also ovaries. 

Treatment — Hot douche night and morning. Ath Feb. — ^Dr 
Macdonald performed Emmet's operation, and introduced three 
silver wire stitches on each side. ll^A Feh, — Stitches removed. 
Both sides completely united. 

Case III. — Mrs H., aet. 31, admitted 6th March 1884, com- 
plaining of pain in the back and sides, also of white discharge and 
monorrhagia. Patient has had four children and one miscarriage. 

Physical Examination. — Cervix is somewhat deeply torn on the 
left side ; vaginal portion considerably enlarged. Body of uterus 
large but normal in position. Some tender stringy fulness behind 
the uterus. 

Treatment. — The patient was put on the hot douche till 19th 
March, when Dr Macdonald performed Emmet's operation. Eight 
stitches were required. The stitches were removed on the eighth 
day. 2\st April. — Patient was dismissed. Perfect union had taken 
place on both sides. 

Case IV. — Mrs C, set. 26, admitted 24th March 1884, com- 
plaining of pain in her left side and of a white discharge and 
menorrhagia. Patient has had two children, and dates her illness 
from the birth of the last one. 

Physical Examination. — Short vagina. Cervix split on the left 
and right sides ; anterior and posterior lips everted, forming the 
characteristic "swine-snout" cervix. Body of fundus enlarged 
and tender. Left ovary distinctly enlarged and adherent to the 
uterus. 

Treatment. — After patient had been prepared by rest and hot 
douche Dr Macdonald performed Emmet's operation. Eight stitches 
were required. The stitches were removed eight days after the 
operation, when it was found that union had not taken place. 

Case V. — Mrs S., set 27, was admitted in the beginning of April 
1884, complaining of extra-hsemorrhage at periods and leucorrhoea 
between periods, with backache and pain in left side. Examination 
revealed the cervix split rather deeply towards the left. After 
some preliminary treatment by hot douche, this case was operated 
upon on 30th April. Only two stitches were needed on the left 
side. There was good adhesion, and the patient was dismissed 
cured on 20th May. 

The above five cases of Emmet's operation for cervical rupture 
are fairly typical of the class of cases that appear in my opinion 

T 
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to warrant the operation. I might even except the last case, which 
was scarcely of sufficient severity to warrant operative interference, 
had the patient not been particularly anxious that it should be per- 
formed. It will be seen that four out of five cases were completely 
successful But a failure of union is not nearly so common as that 
proportion would imply. Indeed, it is very uncommon. 

I have to notice here that in the case of Mrs H. there was con- 
siderable bleeding about the fifth day, apparently due to the stitches 
cutting rather deeply in the transverse direction. It was speedily 
stopped by an injection of hot water. The case, notwithstanding, 
continued to do well, and in the end I never saw an example of 
better union. The conditions that seem to me to warrant this 
procedure are deep cervical tears with eversion and hypertrophy 
of one or of both lips, accompanied with menorrhagia at the periods, 
and with leucorrhoea between times. In addition, there is, besides, 
usually backache and sometimes uterine enlargement. Whether 
the latter is in any way related to the cervical condition, or is part 
and parcel of the general efiFects of the severe labour which caused 
subinvolution of the body and tear of the cervix is, I think, 
doubtful. But that the cervical hypertrophy is caused by the 
tear is, in my opinion, beyond doubt. 

It is, moreover, seen to disappear slowly after the operation has 
been successfully performed, requiring many months, however, for 
its perfect accomplishment. 

Such cases presented the stock-in-trade of the now nearly entirely 
abandoned treatment of erosions of the cervix by lunar caustic. 

The irritated and hypertrophied mucous membrane was looked 
upon as an ulcer and treated accordingly, the result being to 
aggravate the irritation. We now, after appropriate preparatory 
treatment by rest, glycerine plug, and hot douche, propose to 
remove the redundant tissue and fold in the mucous membrane 
so as to exclude the cervical mucous membrane from the irritation 
of the acid vaginal secretion, and the cervix slowly returns to its 
normal condition. 

That Emmet's operation does not induce sterility, and that the 
cicatrices need not be expected to tear in a future pregnancy, was 
demonstrated at one time by a case, the operation on which has 
been already reported by me in a former paper on this subject 

This patient was barely healed from the operation when she 

became pregnant. She was ultimately confined at the Eoyal 

Maternity under Dr Keiller's care, who was kind enough to send 

her on recovery to see me. I found the lines of the cicatrices 

quite perfect.^ 

* If it be true, as urged by Emmet, and to some extent borne out by the fact 
that mali&;nant disease of the cervix is so much more common in women who 
have children than in the sterile, we have an additional strong reason in favour 
of operating in all severe cases of cervical laceration. The subsequent results 
in tne removal of pain, leucorrhoea, and haemorrhage, so far as I have been 
able to follow my cases, have been, on the whole, quite satisfewtory. 
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Group D. — HiEMORRHAGic Endometritis. 

Case L — Mrs P., eet. 27. Has had three children, last four 
years ago. Admitted 16th Nov. 1883, complaining of bearing down 
pain and uneasiness all over her inside, which has lasted for the 
last 2^ years. Has much haemorrhage at the periods. 

Physical Examination, — ^Vaginal portion of cervix rough, notched 
irregularly. Body of uterus enlarged, movable, but very tender to 
touch. Sound enters upwards and forwards 3 inches without 
special pain. 

Treatment, — 20th Nov. — Small Tupelo tent introduced into the 
cervix. 21st Nov. — Larger tent introduced. 2Zrd Nov. — Uterus 
curetted, and a considerable quantity of hypertrophic mucous 
membrane removed. 2&th Nov. — Patient says she is better and 
feels no pain, bth Dec. — Os well contracted ; uterus normal size. 
Patient dismissed. 

Case II.— Mrs W., set 34, admitted 22nd Dec. 1883, com- 
plaining of pain across the back and extra flow. Patient had one 
child 11 years ago at 7^ months, labour being brought on by a 
fall from a cart. She had no medical attendance at her confine- 
ment. A month after her confinement she was seized with a severe 
flooding, which lasted, more or less, for a month, and shortly after- 
wards with a severe pain in the back She recovered with blisters 
and injections, and has been quite well till six months ago, when 
she began to menstruate every fortnight. 

Physical Examin/ition. — Body and fundus uteri distinctly enlarged 
and tender, but movable. Tenderness and some stringv adhesion 
in fold of Douglas. Vaginal portion of cervix hypertrophied ; lips 
of external cervix everted. Tenderness in region of right broad 
ligament Left ovary felt very tender and enlarged. Sound enters 
upwards and forwards 3 inches, causing some pain ; surface of 
mucous membrane communicates a feeling of roughness to the 
sound. Per speculum — ^Anterior lip of cervix everted and a little 
eroded. 

Treatment. — Hot douche night and morning till 9th Jan., when 
Tupelo tent was introduced. Next day tent was removed and 
uterus curetted. The whole of uterus was lined with pulpy mucous 
membrane. Temperature and pulse normal after operation. 29th 
Jan. — Cervix contracted well ; sound passes without pain nearly 3 
inches ; the feel of the body is much firmer. 

Case III. — E. G., set. 29, nullipara, admitted 23rd Jan. 1884, 
complaining of her courses never stopping during the intervals 
between the periods. Patient admits to having had a miscarriage 
sometime before admission. 

Physical Examination. — ^Vaginal portion of cervix soft and 
elastic. External os small, and from it exudes a grumous fluid 
with a bad odour. Uterus enlarged and tender, but movable. 
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When cervix is pulled down by volseUum, uterus straightened ; 
sound passes 4J inches. In upper part of its course sound passes 
over rough surface, communicating a rough feeling to the hand. 

Treatment, — 2&th Jan, — Small tangle tent introduced. 27tt 
Jan — Large-sized Tupelo tent introduced. 2%th Jan, — Uterus 
curetted; some membranous-looking masses removed. Patient 
bad no bad symptoms after operation. Discharge gradually 
ceased; on 15th Feb. it had stopped entirely. Temperature 
never rose. 2\st Feb, — Dismissed cured. 

Case IV. — Mrs M., set. 34. Had two children, youngest seven 
years ago. Admitted 24th Jan. 1884, complaining of loss of appetite, 
white discharge, and painful micturition. 

Physical Examination, — Cervix rather patulous and anteflected. 
Uterus very much enlarged ; sound enters over 3 inches. No pain 
complained of when anterior and posterior walls of bladder are 
pressed against each other. 

Treatment. — Hot douche at first, then cervix was dilated with 
Tupelo tents, and interior of uterus curetted. After curetting, 
patient felt better for a few days, when her old bladder pain 
returned. Three weeks after curetting she was examined, when 
uterus was found to be still large, but not so flabby as before 
curetting. A No. 5 Galante pessary was introduced with the view 
of raising the uterus and taking the drag off the base of the bladder, 
as the bladder irritation appeared due to this. After this the 
patient was free from pain, and after a No. 7 Galante was put in 
place of the No. 5, she was dismissed on 8th April 1884. 

Case V. — Mrs R, set. 22, admitted 21st Feb. 1884, complaining 
of pain at the foot of her abdomen, and profuse bloody discharge. 
Patient had a flooding a week before admission ; since then the 
pain and discharge has continued. She had not menstruated for 
two months previously. On examination a rounded polypoid-like 
body was felt occupying the upper two-thirds of the dilated cervical 
cavity. Dr Macdonald removed the body with his fingers, when 
it was found to be an ovally shaped placental polypus about the 
size of a walnut. 4:th March, — Discharged cured 

Four of the above five cases represent varieties of endometritis 
with bleeding as their leading symptom. The bleeding in three of 
these cases — second, third, and fifth — was directly traceable to an 
ill-cured abortion. In the fifth case we had the presence of a 
placental polypus as the active source which maintained the 
uterine enlargement and the endometritic irritation. The other 
two cases are by no means so clear as to their cause. In them the 
dilatation of the cervix and the subsequent curetting were under- 
taken tentatively. Both patients had been long ill. Both patients 
had long sufifered from endometritis. Both had resisted the 
measures adopted by the medical gentlemen in charge of them. 
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Accordingly, I was anxious to know whether some polypus or 
other structure existed in the cavity of the uterus, and dilated 
to solve this matter. Finding nothing, I curetted in the hope that 
this might remove any redundant mucous membrane, and this 
along with the cervical dilatation acted as a means of rendering the 
uterus firmer and diminishing its bulk. The first case was very 
greatly improved by this means. The second did not benefit so 
largely, probably because the uterus was the subject of com- 
mencing fibroid degeneration. The three cases more or less closely 
referable to abortion form a class for which the method of curetting 
is peculiarly suitable. Such cases left alone are found to exhaust 
the patients by nearly continuous haemorrhage. When the haemor- 
rhage is absent a leucorrhoeal discharge comes on. If the case is 
continued long enough uterine hypertrophy by subinvolution is 
established. 

Such cases, if dealt with early, show in the polypoid structures, 
or scrapings removed, evidence more or less pronounced of decidual 
elements. According to microscopical observations made for me on 
this subject by Dr Chapman, this is by no means true if the case 
is allowed to proceed unaided for some months. It is then found 
that the soft hypertrophied mucous membrane loses all the ' char- 
acters of its decidual origin, presenting merely great enlargement 
of the uterine glands, multiplication of the cellular elements of the 
mucous membrane, with apparently hypertrophy of the vessels. 
The connective tissue cells are seen to be actively enlarging. The 
glands and the interglandular surfaces continue covered with thin 
cylindrical epithelium, and there appears simply, as already 
pointed out by Olshausen, to be a great hypertrophy of the normal 
constituents of the mucous membrane. 

If the case is a very old one, Dr Chapman has further observed 
that there is a tendency in the glands to lose their epithelial 
covering and become open spaces, whilst the connective tissue 
cells of the mucous membrane become much« smaller than 
natural, and the mucous membrane altogether thinner. 

In the treatment of this haemorrhagic or fungoid endometritis, 
whether it originates from an ill-treated abortion or otherwise, 
I think there is nothing so good as careful removal of the super- 
abundant tissues by curetting. To do this thoroughly, however, 
you need to dilate the cervix, as you cannot get a suitable instru- 
ment through the undilated os internum. The danger of dilatation 
is no doubt real, but it is greatly lessened by the use of careful 
antiseptic precautions, such as thoroughly washing out the uterus 
and vagina before and after operation. Its dangers are more than 
compensated for, I think, by the thoroughness and safety of opera- 
tion secured thereby. A steel curette should be used. Such 
instruments as Munde's dull-wire curette are of no use whatever 
for such cases. Only the unhealthy mucous membrane comes 
away. The operator at once knows by the feel, and by a peculiar 
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grating sensation communicated to his hand by the instrument, 
when he has reached healthy tissue. 

The above two cases are only a sample of a large number of 
cases of the same kind similarly treated, which have fully justified 
the curette as the proper means of treatment in endometritis with 
hypertrophy of mucous membrane and haemorrhage. 

Group E. — Laceration of PERiNiEUM. 

Of these there were two cases, as follow : — 

Mrs H., set. 34, admitted 20th Feb. 1884, complaining of some- 
thing coming down, and incontinence of fseces. 

Patient's last labour, 11 months ago, was an instrumental one; 
since then her faeces have escaped involuntarily. Four months 
after her labour she felt a tumour protruding from her vagina. 

Physical Eocamination, — Perineum deeply torn, with consider- 
able formation of rectocele, also some prolapse of anterior vaginal 
wall. Uterus is anteverted, and does not come into view when 
patient is told to press down. 

Treatment. — 4^A March, — Dr Macdonald rawed the edges of the 
perineal tear and brought them together with a number of silk- 
worm gut sutures. Perfect union resulted. Patient was dismissed 
on 24th March wearing a perineal pad and feeling perfectly 
comfortable. 

Case II. — Mrs M., aet. 38, admitted 27th Feb. 1884, complain- 
incr of discomfort from a tumour which comes down into her 
vagina whenever she is on her feet. 

Patient's present illness began eight weeks before admission, 
after her last labour, which was a precipitate one. She has been 
confined to bed ever since her confinement, as whenever she 
attempted to get up the tumour came down. For four weeks 
after her confinement she had incontinence of faeces ; latterly she 
has had control over them. 

Physical Examination, — Perineum entirely gone, the sphincter ani 
is divided by a tear which passes half an inch up the recto- vaginal 
septum. There is some prolapse of anterior vaginal wall. The 
uterus is anteverted. 

Treatment. — 14:th March. — Dr Macdonald rawed the edges of 
the rectal and perineal tears, and brought them together with silk- 
worm gut sutures. On the 9th day stitches were removed, when 
union was found to be defective in the perineum, but the rectum 
and about f of an inch in front of it were found well united. 

Dismissed, 7th April, improved. 

The above two cases present examples of the troubles that may 
be expected to follow in the wake of laceration of the perineum, 
and form a strong argument in favour of sewing up these tears 
whenever they occur, as this is so much more easily effected then 
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than after the parts have shrunk and become distorted by long 
continuous tears. 

For some time — four years or more — I have entirely given up the 
use of silver wire in these operations, and employ only silk- 
worm gut. It is non-irritating, does not swell up, and gives 
extremely little pain. Furthermore, it is so flexible that it does 
not interfere with the dressing, and gives rise to no inconvenience 
in removal. It is therefore with considerable surprise that I read, 
in Dr Lusk's book on Midwifery, the statement that silver wire is 
best for those operations. I have no hesitation in stating that such 
opinion is obviously erroneous, and that if he, or any one else, will 
give silk- worm gut a fair trial, he will soon cease to use silver sutures. 

Only two points require attention in its use. The first is that the 
first knot must be made double to prevent the suture slacking while 
tying the second knot, and the secondpointis thatthesutures,to secure 
due coaptation, require to be passed pretty close to one another. 

The rectal tear, when present, I always in the first instance 
bring together with catgut sutures, which are placed close together 
and then cut short. After this the operation is conducted precisely 
as if no rectal tear had existed. If possible the stitches ought to 
be left in for seven days at least. The conditions requiring earlier 
removal are when the stitches cut deeply, or when intense oedema 
or erysipelas of the parts supervene. 

Group F. — Uterine Catarrh. 

Of these, two were treated in hospital. A much larger number 
were treated as out-patients. 

Case I. — Mrs G., set. 36, admitted 2nd Jan. 1884, complaining 
of pain in the lower part of her abdomen, and of dysmenorrhoea. 
Patient has had four children, and dates her illness from the birth 
of her last child two years ago. 

Physical Hocamination. — ^Vaginal portion of cervix is somewhat 
hypertrophied, outer edge torn, not deeply ; slight eversion of both 
lips. Granular condition round the external os. Uterus some- 
what retroverted and tender. 

Treatment. — Mtric acid was applied to the interior of the cervix 
and body of the uterus. Patient was dismissed on 3rd Feb., 
greatly improved. 

Case II. — ^Mrs S., aet. 21, admitted 7th April 1884, complain- 
ing of profuse menstruation and white intermenstrual discharge. 
Patient has had one child, and her illness dates from its birth. 

Physical Examination. — ^Vaginal portion of cervix somewhat 
enlarged, distinctly granular and tender. Eight ovary prolapsed 
and tender. Fundus not enlarged nor tender. 

Treatment, — A stick of Skolberg's caustic was passed into the 
cervix. A few days afterwards her condition was found to have 
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considerably improved. There was still some erosion round the 
external os, and pure nitric acid was applied to it. Patient was 
dismissed on 26th April, greatly improved. 

She aft;erwards returned twice or three times to get the cervix 
touched. On last occasion the cure was complete. 

These two cases present examples of chronic cervical endo- 
metritis. In the former case we believed the mucous membrane 
of the body was also affected, and in touching the cervical canal 
also applied the nitric acid to the body. In treating inflammation 
of the cervix with granular erosion in my experience, strong nitric 
acid carefully applied is one of the most successful means of treat- 
ment There need be no fear of doing harm if it is lightly applied, 
and care be taken to limit its action by the application of some 
portions of cotton-wool steeped in a saturated solution of sodic 
bicarbonate. But when the inflammation is chiefly restricted to 
the canal of the cervix, I think the use of Skolberg's caustic, or of 
tincture of iodine, or of carbolic acid diluted in glycerine, is better, 
as I have known serious contraction of the cervical canal to follow 
the free application of nitric acid to it. 

There exists an unnecessary dread, however, in some quarters of 
the effects of nitric acid in uterine cases. If properly applied it 
causes next to no pain. It is of great value as a stimulant in 
catarrhal conditions of the endometrium, and is not at all likely to 
cause troublesome reaction. 

In using Skolberg's zinc alum caustic sticks, it is necessary to 
make sure that the caustic sticks do not slip from the cervix by 
introducing a plug of cotton-wool steeped in glycerine before the 
speculum is withdrawn. It is also necessary to remove this plug 
and wash out the vagina about five hours after it has been applied, 
and to repeat the vaginal wash daily for about a week. The patient 
ought also to keep her bed meanwhile. 

The effects of these caustic sticks on cervical catarrh are 
extremely satisfactory in most cases. 

Group G. — ^Perityphlitic Abscess. 

Mrs M., set. 47, was admitted on 20th March 1884, complaining 
of a swelling in her right iliac region. 

Her illness began, three weeks before admission, with constipa- 
tion of the bowels ; she took aperient medicine, and after the bowels 
were moved she experienced sharp shooting pains in the right side. 
On admission, a large part of the lower region of her abdomen was 
found to be distended by a hard tumour. Fluctuation was detected 
close above Poupart's ligament, near the inguinal ring. The 
abscess was opened at the fluctuating spot, and a large quantity of 
offensive pus set free. A large drainage tube was introduced into 
the wound, and dressing applied. Patient made a rapid recovery, 
and was dismissed on 3rd April perfectly well. 
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This case ought not in strict propriety to have been sent to my 
care, as the abscess was cleariy not due to any disease affecting the 
pelvic organs. It manifestly originated in the connective tissue 
surrounding the caput caecum coli. 

Its presence in the ward was, however, useful for clinical pur- 
poses, inasmuch as I was able to point out to the class that the 
pelvic organs were all healthy and the pelvis free, and thus to 
prove that the tumour took its origin above the pelvic inlet. Its 
peculiar development along Poupart's ligament pointed to au origin 
in relation to the caput caecum coli, which the further history of 
the case rendered nearly certain. 

Group H. — ^Cystitis. 
Of this group we have had five cases under treatment. 

Case I. — ^E. M., admitted 6th Dec. 1883, complaining of painful 
micturition, and a down-bearing feeling. Urine contained pus 
and blood. 

The outer aspects of the labia majora and the inner aspect of the 
nates are covered with a papular eruption of a rose colour. 

Treatment. — Milk diet, with strict rest. An alkaline mixture 
with pareira was given internally, and a lotion of bismuth, zinc, 
glycerine, and lime water was applied to the eruption. Patient 
was dismissed quite well on 24th Dec. 

Case II. — C. K., admitted 7th Nov. 1883, complaining of fre- 
quent and painful micturition. Urine contained pus and blood, 
reaction alkaline, no tube casts. 

Physical Examination. — Bladder walls thickened on both sides, 
but more so on right than left. Sound passes into bladder 3 J inches. 
Elasticity of bladder walls deficient. 

Treatment, — Patient first had an alkaline mixture, then the 
following injections into the bladder were tried in succession : — 

Quinine, 2 grs. to the ounce ; salt and water ; nitrate of silver, 
1-4 grs. to the ounce ; iodoform, starch, etc. Patient also was 
blistered over the hypogastrium. The treatment did her little 
good. &th Feb. — On examination, thickening on right side of 
bladder found distinctly greater than on admission. 

Patient has become very anaemic, and has suffered consider- 
ably from boils. Patient was now put upon tincture of per- 
chloride of iron, under which she improved to some extent, and 
was dismissed on 22nd March 1884 without any decided better- 
ness. 

Case III. — Mrs K, set. 42, admitted 17th November 1883, com- 
plaining of painful micturition for several months past. Is not 
aware of any cause for her illness. 

Physical Examination. — External opening of urethra much 
dilated. Pain on pressing ba^e of bladder. Anterior vaginal wall 

u 
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congested. No stone or foreign body in bladder. Walls somewhat 
thickened and tender on pressure. Sound enters 4 inches, causing 
some considerable pain. Urine alkaline ; contains also some pus 
cells. 

Treatment, — Milk diet, rest, and a mixture of benzoic acid and 
borax, with infusion of buchu. Dismissed greatly improved, after 
a few weeks' residence in the ward. 

Case IV. — Mrs I., «t. 50, admitted 19th January 1884, com- 
plaining of something coming down, and of incontinence of urine, 
accompanied with great pain. 

Physical JEocamination, — Large rectocele protruding from vulva. 
Uterus sliglily retroverted and heavy. Walls of bladder thick- 
ened. Sound passes into bladder 3 inches. No elasticity. Urine 
contains urates, phosphates, albumen J, pus, no tube-casts. 

TreatTnerU. — Patient first had an alkaline mixture ; -^ then the 
bladder was injected with iodoform and starch; then with borax and 
glycerine. No benefit was derived. The rectocele was replaced, 
and vagina packed with plugs steeped in glycerine and alum, but 
the plugs would not remain in situ. Morphia was allowed at 
night to correct the severe pain. 

On further examination some tender nodules were felt in the 
right and left broad ligaments, probably malignant in origin. 
Patient went home on 25th February in statu quo. 

I 

Case V. — Mrs K, set. 29, admitted 12th February, complaining 
of frequent and painful micturition. 

Physical Examination, — Uterus retroverted ; tenderness and 
slight fulness in Douglas's pouch. Tenderness complained of when 
anterior and posterior bladder walls are pressed against each other. 
Sound passed into bladder 4J inches without much pain. Mucous 
membrane feels rough on posterior wall. 

Treatment, — Patient's bladder was injected with iodoform and 
starch mixture, and in a few days her condition w^as greatly im- 
proved ; but a severe attack of acute nephritis took place, which 
attack was accounted for by the impurity of the starch used in the 
injection. Patient was put on milk diet and given a diuretic 
mixture, under which she made a quick recovery, and was dis- 
missed greatly improved. 

The diagnosis of the cause and the treatment of cystitis are 
among the most difficult questions that fall under the care of the 
gynsecologist. So many reflex influences concur in acting upon the 
female bladder, that it is a work of great difficulty to decide in a 
given case which or how many of them are operative in originating 
and maintaining the cystitis. 

Case No. I. presents a simple example of vesical catarrh, associated 
with, if not kept going by, an irritating papular eruption of the 
labia. The cure of this eruption w.ith a simple alkaline mixture 
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internally, combined with milk diet and rest, speedily eflTected a cure. 
But in Case No. 11. we had to deal with some organic change 
in the uterine walls, giving rise to thickening of them and irrita- 

i tion of the mucous membrane. The irritation and frequent empty- 
ing of the bladder had further led to permanent contraction of the 

i organ, the sound entering only 3J inches, whereas it ought to pass 
4J-5 inches. From prolonged observation of this patient's case, I 
came to the conclusion that I had to deal most probably with 
tubercular disease of the bladder, extending from the right ovary 
on to the bladder. 

This opinion was formed from finding the presence of thickening 
in the region of the right ovary and extending to the bladder, and 
from the fact that notwithstanding all our efforts to improve the 
patient's general and local condition she steadily lost strength, 
and the bladder symptoms did not improve, but got worse if any- 
thing. 

Case III. was a simple one. The peculiar dilation of the external 

P opening of the urethra was a condition for which we could not find 
an explanation. There was considerable tenderness, but little con- 
traction of the bladder. Eest, milk diet, and medicines to coiTcct 
the alkalinity of the urine, improved the patient's condition 
greatly. 

Case IV. proved to be one of an absolutely intractable nature. 
It was doubtless due to malignant disease, as evinced by the 
miserably cachectic appearance of the patient, her excessive pains, 
and the way in which they resisted all our efforts at treatment. 
This view of her case was further strengthened by finding the 
bladder surrounded with hard nodules. The incontinence in this 
case was not properly so called. It merely consisted of an irre- 

1 sistible down-bearing effort, due to recurrent bladder spasm, and 
not to weakness of the sphincter. The same down-bearing tendency 
had produced the rectocele, which protruded through the vulva, the 
anal sphincter being powerful, and preventing prolapse of the 
rectum. Nothing that we could think of, except repeated opiates, 
could give relief to this patient. 

Case V. presents one that yielded satisfactorily to treatment, 
although whilst it was under our care somewhat alarming renal 
symptoms supervened. Having found iodoform and starch ex- 
tremely useful as an injection on several occasions in the propor- 
tion of 3SS. of iodoform and 3j. of starch to giv. of distilled water, 
this was tried in Mrs K.'s case also. 

As we had reason to believe, owing to some impurities that had 
been in the starch, there was a dangerous amount of reaction with 
renal symptoms and fever. These, however, passed rapidly away; 
and the acute condition, when treated by sedatives, rest, and milk 
diet, subsided, leaving the patient well. 

This group of cases, however, is perhaps the least satisfactory in 
the present report. They are rather briefly recorded, else it would 
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come out that we paid considerable attention to food and general 
management as well as to the local condition. Milk diet and eggs, 
with occasional use of soup, were allowed. Eest was strictly in- 
sisted upon, and every means was taken, as in the case of the girl 
K. (No. II.), to improve the general condition of the patient. 

The use of alcoholic stimulants and of a stimulating diet were 
withheld in all the cases, as alcohol in any form appears injurious 
in bladder cases. Too much attention, however, cannot be paid to 
the maintenance of rest, and to the keeping up of the general 
strength by attention to the administration of a generous but non- 
stimulating dietary. The use of the hot vaginal douche is also 
frequently fraught with decided benefit 

Group I. — Parametritis. 

Three cases in all. The third, however, is complicated with 
perimetritis. 

Case I. — Mrs L., set. 28 ; four years married ; had three chil- 
dren, the youngest a month before admission; was admitted 11th 
December 1883, complaining of feverishness, loss of appetite, and 
pain in left iliac region. 

Physical Examination, — P.V., Cervix very short and much 
swollen. On left side near broad ligament is a large, tender, flatly 
oval mass, the size of a man's fist ; the mass displaces the uterus 
towards right side. Cervix is still open, and admits the first joint 
of middle finger. Douglas's pouch is clear. On the right side 
nothing to be made out except low down at neck, where a hard 
mass is felt. 

Treatment. — Eest in bed, hot fomentations, and poultices over 
lower part of abdomen. For a month after admission her evening 
temperature ranged from 104° to 100°, her morning from 100° to 
normal. She got quinine repeatedly at night ; temperature at the 
end of the month became normal and remained so. Patient 
gradually improved, and on dismissal (28th February 1884), the 
following entry occurs in Ward Journal: — "Right parametrium 
clear; some thickening (very slightly tender) in left broad liga- 
ment. Uterus is normal, or nearly so, permanently displaced to- 
wards the left." 

Case II. — E. R, set. 32; unmarried; admitted 29th March 
1884, complaining of pain in the lower part of the abdomen on the 
right side. 

Physical Examination, — P.V., To the right of the uterus there is 
a considerable amount of hard exudation, extending to the right 
wall of the pelvis from the mesial line. Uterus pushed towards 
the left. Left broad ligament clear. Vaginal wall can be moved 
readily over the edges of the mass. 

IVeatment, — Ordered a blister over right iliac region, rest in bed, 
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and hot vaginal injections. 15th April, — Exudation in right broad 
ligament nearly completely disappeared. 21st April. — Dismissed 
cured. 

Case III. — J. N., set. 30, admitted 10th March 1884, complaining 
of severe pain in right side. The pain began three weeks before 
admission, when patient was engaged in washing on a cold, wet 
day. Patient waa menstruating at the time. 

Physical Examination, — P.V., Uterus displaced to left side by 
large mass of inflammatory exudation occupying right broad liga- 
ment, extending deeply on right side of cervix. Left side of cervix 
is clear. The mass extends just above the brim, but not more. 

Treatment, — Rest, hot douche, and poultices. 

8th April, — Deal-board hardness high up behind uterus and to 
both sides, but chiefly to the right 

2ith April. — Still considerable hardness high up in right side 
and behind uterus. Sent to Convalescent Home. 

The above cases appear to need very little comment, except on the 
question of diagnosis. The first two appear to me to be tolerably 
clear cases of parametritis. To this conclusion I am driven 
by the unilocular nature of the masses, and the deep position 
that the masses occupied on both occasions; on each time 
they seemed to present a cast of the broad ligaments, ex- 
tending downwards low into the pelvis. It is a fact also which 
I consider of considerable importance in establishing a diagnosis 
between parametritis and perimetritis that the rest of the pelvis 
remained in Cases Nos. I. and II. unaffected. I believe it is sel- 
dom that acute perimetritis occurs on one side of the pelvis 
only. It nearly always spreads to the other side, and to the 
fold of Douglas. A point also that weighs not a little with 
me in regard to diagnosis is the fact of such complete and rapid 
absorption of the eflPused material. I have long cherished tlie 
notion, which, I think, I gathered from practical observation, that 
effusion into the connective tissue of the pelvis, if suppuration and 
consequent destruction of tissues do not supervene, disappears 
usually more completely and quickly than when the peritoneum 
is affected. I am certain I have noticed more frequently per- 
manent changes follow peritoneal inflammation than connective 
tissue inflammation. It is as gratifying as it is surprising to watch 
the complete way in which recovery was established in Case No. 
I., although the case was a very severe one. I have also tried 
formerly to show that when the connective tissue of the pelvis is 
alone involved in inflammation, the exudation keeps low down and 
tends to cause apparent shortening of either one side or of the 
whole of the cervix, according as the parametritis is unilateral 
or bilateral, whereas perimetritis, while it fixes the cervix, leaves 
it projecting free throughout its entire length from the surface of 
the hard mass in which it is embedded. This sign is noted in 
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Nos. I. and III. But that No. III. was a mixed case is shown by 
finding the deal-board hardness, so characteristic of perimetritis, 
develop afterwards. 

As to treatment, after using many so-called discutients, from 
iodide of potassium to bichloride of mercury, I have come to follow 
the practice of letting well alone, and trusting to rest and recum- 
bency, counter-irritation, and to the treatment of symptoms as they 
arise, believing that nature will do the rest better than when 
internal absorbents are employed. 

Group J. — Retro-Uterine Intra-Pelvio HiEMATocELE. 

Case I. — Mrs W., set. 28, admitted 12th February 1884, com- 
plaining of an aching pain in the small of her back and left side. 
I*ain is worse at night, and when the bowels are being moved. 
Patient says she got a chill during her last menstrual period. 

PKysical Examination (12th February). — P.V., Behind uterus 
and on either side there is a considerable amount of firm deposit. 
The uterus is fixed in the mass in a position of retroversion. Sound 
enters without pain backwards and upwards 2f inches. No part 
of the mass can be felt above pelvis on either side. The tempera- 
ture is normal. 

Treattnent, — Rest in bed, and an ice poultice for the pain. 

29th Feb, — Patient expresses herself quite free from pain ; dis- 
charge almost ceased. P.V., The deposit has almost disappeared. 
Patient dismissed. 

Case II. — Mrs M*N., aet. 27. Had six children, the youngest 
14 months before admission. Admitted 1st April 1884, complain- 
ing of pain in back and groins, and great pain when bowels are 
being moved. Patient's illness began two weeks before admission. 
Slie believes she gave herself a strain while she was menstruating. 

Physical Examination. — P.V., Vagina short. Fold of Douglas 
tilled with a tender mass, which maintains the uterus in a forward 
position. The mass is fully more developed on left than on right 
side, and does not rise above the brim. Uterus is attached some- 
what loosely to the anterior aspect of the tumour. Temperature 
normal. 

Jreatm^nt. — Rest in bed. Ice poultices when pain is severe. 

21s^ April, — The mass has considerably diminished in all its 
dimensions. On the right side, and behind the uterus, there is a 
knotted feeling ; on the left, a cartilaginous mass, the thickness of 
the finger, can be felt. 

23rd April, — Patient left hospital of her own accord, feeling 
nearly quite well. 

Tliere is little to remark on these cases. The diagnosis of haema- 
tocele is nearly always subject to the doubt that the tumour which 
one regards as a clot of blood another might regard as inflamma- 
tory eflusion, more particularly so, since, if the blood has been poured 
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out for some time, inflammatory irritation must co-exist. I have 
diagnosed the above two cases as haematocele on account of the 
absence of temperature, the sudden onset of the disease, and the 
situation, as well as subsequent history, of the effusion. 

The treatment of such cases is only rest and cold applications. 
All attempts at interfering actively can only do harm. 

Zupiis of Vulva. 

A. C, set. 46, North Shields, married, admitted 31st October 
1883, complaining of a growth on external parts. 

History, — ^Two years ago patient noticed a white and yellow dis- 
charge, which was sometimes bloody ; more recently it has been 
watery. Soon after this discharge there appeared on the external 
parts " spots," which gi-adually increased in size, and then broke. 
No history of malignant or of specific disease in family. 

Physical Examination. — Both labia majora, especially left, are 
abnormally large. At the situation of anterior commissure there 
are two nodules, the one on the right about half the size of a 
boy's marble, the one on the left about one-third the size thereof. 
The smaller of those nodules is somewhat irregular, and their 
inner aspects, where they meet, raw ; their colour deep rose. On 
separating the labia majora, there is disclosed considerable 
ulcerated surface, from which exudes a grumous, pus-like fluid. 
The chief situation of the ulcerated surface is towards the pos- 
terior commissure, where it extends on each side to a distance of 
li inch in length and J inch in breadth. The long axis of the 
surface is from before backwards. On deeply separating the labia 
it is found that ulcerative action has destroyed almost completely 
both labia minora, their situation being occupied by two elongated 
ulcerated surfaces. The posterior portion of the left labium 
minus is very much hypertrophied, and separated from the rest 
of the vulva by ulcerative action, so as to present a polypoid 
character. In the direction of the clitoris the ulceration burrows 
upwards to the distance of fully an inch. The feel of the ulcerated 
surfaces, as well as their surroundings, wants the marked hardness 
characteristic of carcinoma. There is hypertrophy of tissues sur- 
rounding the ulcerated surfaces. The ulceration in the left side 
goes quite to the anus, on the right leaves a portion of the 
perineum, about 1 inch in length, free. In no part does the dis- 
ease ascend more than 1 inch up the vagina. Uterus and vagina 
otherwise healthy. 

Treatment. — On 17th November Dr Macdonald removed with 
thermo-cautery the whole of the diseased part. Patient made an 
excellent recovery. On 16th January the following entry was 
made in case-book : — " The healing has proceeded very completely, 
the whole surface being cicatrized over, with the exception of a 
small portion at its upper extremity, and a linear surface along 
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its left border. With the exception of a small surface to the 
left posteriorly, the whole surface appears healthy. 

19th Jan. — Dr Macdonald touched with thermo-cautery the 
unhealthy-looking surfaces. 

24:th Jan. — Patient dismissed cured. 

This case was so recently made the subject of a special con- 
tribution to the res gestae of this Society, that I feel it would be 
quite out of place to delay the members by any lengthened 
remarks upon the matter. Suffice it to say that I am particularly 
gratified to find that the latest microscopical sections, prepared 
with extreme care by Dr Chapman for me, and lately exhibited 
before this Society, agree in appearance with the best authen- 
ticated specimens of ordinary lupus tissue. , There is therefore 
the best reason to believe that Hyguier, West, etc., are right in 
regarding such cases as essentially analogous to lupus of the face, 
and not a mere peculiar variety of syphilitic change. 

In none of the cases which have come under my personal 
observation could any trace of syphilis be found. 

I would also like to state that where there is deep lupus, active 
measures must be taken to remove the diseased tissue before heal- 
ing applications be applied to the afiected surface. 

Irritable Hymen, 

Mrs G., set. 26 ; one year married, no children, but one mis- 
carriage. Admitted to Ward XXVIII., complaining of dyspa- 
reunia. 

Physical Examination. — In the deeper part of the vulva, imme- 
diately outside the hymen, and involving it, there are large red, 
excessively irritable patches, which give rise to extreme pain 
when touched, and render marital intercourse impossible. 

Treatment, — The part was dressed with iodoform for some time ; 
but as this treatment was only partially successful, Dr Macdonald, 
on 22nd January 1884, removed the mucous membrane all round 
the hymen, and brought the edges together with a continuous 
catgut suture. 18th Feb. — ^All special irritability has departed from 
the irritable surfaces, and patient was dismissed cured. 

The above is one of a class that gives considerable trouble to the 
gynaecologist. I acted upon the suggestion of the late Dr Marion 
Sims, and removed the irritable hymen and adjacent tissues with 
the knife. To get rid of capillary oozing, I brought the surfaces 
together with continuous catgut suture. The patient did well, and 
went out apparently cured. Whether the cure has been permanent 
I have not been able as yet to ascertain. 

Disease — Perinephritic Abscess, 

Mrs S., aet. 26 ; had two children, youngest two years ago ; was 
admitted 13th February 1884, complaining of a pain in her right 
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lumbar region, and of pain in the region of the bladder after mic- 
turition. Patient states she first experienced the pain six months 
ago ; it began in the hypogastric region, and then travelled up to 
the right lumbar region. 

Condition on Admission, — Patient has a wasted, care-worn ap- 
pearance. 

Physical Examination, — Abdomen projects a little in the right 
half of the umbilical, and whole of the right lumbar, and part of 
the right hypochondriac region. On palpation, a sense of in- 
creased resistance exists in the part of abdomen above mentioned. 
Tumour is fixed, tender, and fluctuates. It extends far back, so as 
to be felt behind as well as in front. Percussion over the tumour 
gives a rather dull note, leaving, however, a clear space between 
the hepatic and tumour dulness. 

P.V. — Uterus is far back. Vaginal portion seems natural, 
apparently fixed in position. Certain amount of thickening, 
apparently parametric in nature, covers the right side of the 
pelvis close to the bone. Some fulness passing up in direction 
of abdominal tumour. Sound enters upwards and forwards 3 
inches, but the body of uterus cannot be felt. When sound enters 
body it causes some pain. A considerable amount of firm hard 
effusion is also present on left side of uterus within the broad 
ligament, especially towards its outer part. 

Urine is slightly albuminous, contains blood, pus, and renal 
epithelium. 

On 22nd March, Dr Macdonald made an incision about an inch 
long over the tumour in the right lumbar region. After careful 
dissection, the anterior surface of the tumour was bared, and the 
largest needle of the aspirator introduced into a large cavity, 
which yielded 4 ounces of pus, mixed with blood. A large 
drainage-tube was left in the cavity, and its outer end stitched 
to the edges of the wound. The wound was closed with 
carbolized silk sutures, and dressed with protective and a 
sponge. 

For two days after the operation the dressings required to be 
changed three times a day, on account of the quantity of dis- 
charge. On the evening of the second day the patient expressed 
herself as feeling free from pain. 

On the seventh day the discharge began to smell badly; the 
drainage-tube was removed, and ever since the discharge has not 
been sweet. The patient's condition improved after the operation, 
she felt free from pain, and acquired a good appetite ; but from 
the 6th April there has been an evening rise of temperature and 
diarrhoea present. 

Patient is still in hospital, and the wound made is now a sinus 
discharging a thin serous fluid, with some flaky pus. 

This patient ultimately succumbed to an exhausting diarrhoea, 
apparently due to waxy or tubercular disease of the bowels. 

x 
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No examination of the body was allowed. 

The above case seems to me to be one of those that have been 
called remote parametric abscess. By this term is meant an 
abscess in any part of the abdomen which has originated in 
inflammation of the connective tissue within the pelvis. This 
latter may have disappeared entirely, or the connecting chain 
of inflamed tissue connecting it with the focus of origin 
may have disappeared. In this patient's case we had his- 
tory pointing to pelvic inflammation, and borne out by evi- 
dence of some pelvic thickening. Then we had the appearance | 
of a hypogastric tumour, which ultimately extended upwards to- 
wards the right kidney, disappearing from its lower position. This ' 
is precisely the kind of history which a phlegmon of the connective i 
tissue, either behind the right broad ligament or extending upwards j 
behind the peritoneum in the line of the ureter, would present I 
I felt at first inclined to perform abdominal section with the view 
of more clearly establishing the connection of the mass and 1 
removing it. But the feeble condition of the patient, and the j 
manifest inflammatory condition of the mass leading to a certainty ' 
of extensive adhesions, impelled me to adopt the method of 
incision simply. This was not particularly easy, as the mass lay 
very deep and was difficult to reach. Ultimately it was success- , 
fully accomplished, and we hoped improvement would follow. But, 
unfortunately for our patient, the supervention of an uncontrollable I 
diarrhoea at last exhausted her strength and baffled our every 
endeavour. 

In addition to the cases written out above, there were the follow- 
ing treated in the ward during the same six months :— Mastitis (1) ; 
defective development of uterus (1); retroversion (2); vaginitis (2); 
phlegmasia dolens (1) ; haemorrhoids (2) ; anticurved uterus (1) ; 
hysteria (1) ; ovaritis (3), one of the three ovaritis cases was 
double and of gonorrhceal origin, another was also double ; cardiac 
disease (1) ; pregnancy (1) ; perimetritis (1) ; sarcoma of uterus 
(1) ; torn perineum with uterus retroverted (1). But the circum- 
stances connected with these cases during their stay in the 
hospital were not, in our opinion, of sufficient interest to warrant 
an extended notice. 

Dr Craig felt that the Society was greatly indebted to Dr 
Macdonald for this most interesting record of cases treated in his 
ward. He hoped that both Dr Macdonald and Professor Simpson 
would continue to act up to the suggestion referred to by the 
former, and continue the record of these cases at future 
meetings of the Society. He might also venture to throw out the 
hint that Dr Thomas Keith might favour the Society with an 
account of his operative "work, which would, in virtue of its being 
published in the Transactions as well as the Journal, become avail- 
able to a larger circle of readers. 
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Dr Rattray had been deeply interested in the cases recorded. 
He had been especially struck with the cases of cystitis. He had 
seen many cases of this disease, and had sometimes had great 
difficulty in treating them. He found that many cases were much 
benefited by rest, milk diet, avoidance of stimulants, together 
with the use of belladonna, buchu, and acetate of potash. 
Sometimes the local use of nitrate of silver proved effective, 
but many cases remained unrelieved, or the symptoms readily 
returned. 

Dr Arnott had been reminded of a case of perityphlitis which 
had at one time come under his care. A young Moliammedan 
woman had been admitted into the hospital of which he had charge 
with a swelling in the right side of her pelvis. She was treated for 
this and sent out. Some time after he found her in another ward in 
the hospital,, and this time she had a fsecal fistula under the 
umbilicus. He did not think this patient had any abscess 
w^hen she was in hospital the first time; and he was always 
doubtful whether this fistula arose from an abscess extending 
up from the pelvis, or from one coming down from the abdomen. 
With reference to the use of opium, Dr Arnott said that much 
belief was placed in it in India as an antipyretic, and in all the cases 
of laparotomy in his own practice he had invariably given it with 
quinine to keep down the temperature. He would like to know Dr 
Macdonald's opinion as to its use for this purpose, or whether he 
was in the habit of using it as routine after his operations. He had 
frequently employed sclerotinic acid in place of ergotine as an 
haemostatic, and had found it satisfactory in every way, saving its 
tendency to produce abscess at the point of injection. He would 
be glad to hear if Dr Macdonald had had any experience in its 
employment. With regard to the use of silver wire in the treat- 
ment of ruptured perineum, he had found that it was regularly 
employed in Vienna for sutures in that operation. He had him- 
self always employed it in similar operations. In the treatment of 
cystitis, of which he had seen a great deal in India, he had found 
that nothing was so effective as sandal-wood oil along with 
steeL He had seen the best results from its use in male patients. 
He had also employed frequently nitric acid in a weak 
solution as an injectiou, and injections of mucilage, which 
tended to give much relief from pain. He had had great pleasure 
in listening to Dr Macdonald's most interesting and instructive 
paper. 

J)r Barbour felt sure that there could be but one opinion as to 
the value of the paper they had just heard ; and his only regret 
was the smallness of the number of the Fellows who were present 
to hear it read. He congratulated Dr Macdonald on the success 
which had attended his cases of hysterectomy. With regard to the 
albuminuria, he thought that this must be due to the pressure of the 
tumour. He observed that in both cases Dr Macdonald had employed 
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the Tait's clamp ; and he agrees that this was certainly the best. 
Professor Simpson had found that the ligature of Hegar was not 
satisfactory, as it tended to slip. He thought it well to mention an 
accident which happened recently to Professor Simpson in the use of 
Tait's clamp. While screwing up the bolt for fastening the wire loop 
the bolt gave way. Had the wire not been already firmly fixed 
this would have been a serious accident ; or, again, in the event of 
haemorrhage occurring, and its being necessary to unfasten the clamp, 
Dr Macdonald seemed to advocate theintra-peritoneal method, and he 
(Dr Barbour) would like to know why he would recommend it. 
He himself thought the extra-peritoneal method was to be 
preferred in virtue of the great facilities it ofifered in enabling us to 
control hsemorrhage. He asked Dr Macdonald if he made it a 
routine practice to dilate before curetting the uterus. He admitted the 
advantages of the method, but doubted if it was always safe to em- 
ploy sponge tents in these cases. He certainly thought that there 
could be no doubt but that the wire had a distinct advantage over 
silk-worm gut in operations on the vagina or cervix. The 
stitches could be more firmly secured with wire, and were, further, 
more easily found when it became necessary to remove them. He 
dififered from Dr Macdonald in regard to the persistency of para- 
metric deposits over perimetric. He thought that the parametric 
deposits were at least as permanent as perimetric. 

Dt Skene Keith certainly agreed with Dr Macdonald in thinking 
that the intra-peritoneal was the operation of the future. He quite 
admitted the difficulty, but could not avoid seeing the immense 
advantages. He had often seen cases of albuminuria previous to 
the operation in which the urine cleared up entirely after removal 
of the tumour. He considered silk, prepared by Skene's method, 
preferable for sutures to either silk, gut, or wire. The method of 
preparation is as follows : — ^Allows the silk to remain for at least 
five hours in melted wax, to which has been added carbolic and 
salicylic acids, 3 gr. of each to §i. He was glad to find that 
caustic in gynecology was going out of fashion. He was sorry to 
say it was stUl much in vogue in London. He had seen while in 
London an interesting case of cystitis which was so bad that he 
suggested the formation of a vesico-vaginal fistula. This was 
done; in ten days the wound healed spontaneously, and the 
patient was then able to retain her water for more than half- 
an-hour. The fistula was again re-opened; and, after being 
kept open some weeks, was allowed to close, and the im- 
provement was very marked. Dr Skene, of Brooklyn, dilated the 
OS by means of pieces of " slippery elm." It was done by intro- 
ducing piece after piece of increasing thickness until, in about 
three or four minutes, the os was large enough to admit of the 
finger being introduced. 

Dr Macdonald, in reply, said he regretted that from the length 
of his communication it was necessary to read the history of many 
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of the cases very imperfectly. With reference to the case of 
perityphlitis there could be no doubt of the diagnosis. It was in 
no way connected with the pelvis, which was quite clear. He 
was rather inclined to think that in Dr Arnott's case the mischief 
arose in the pelvis to iegin with, and made its way along the peri- 
toneum. He only gave opium after operation when there was 
much pain. In such a case he would allow a hypodermic of 
morphia. He never gave it as an antiphlogistic except in peritonitis. 
He had had no experience of sclerotinic acid, as he had been quite 
satisfied with the results of ergotine. He preferred gut to wire for 
sutures in all cases where he can easily get at them. Of course, in 
cases of Emmett's operation, one is compelled to use wire from the 
impracticability of tying the gut. With reference to the treatment 
of cystitis, he had referred in reading the cases to some only of the 
remedies employed. In one case sent him lately by Dr Brakenridge 
there was a great deal of bleeding and pain, and curiously, on dilat- 
ing the urethra for exploration of the bladder the bleeding and 
pain entirely ceased. He was quite convinced that the intra-peri- 
toneal mode of treating the stump in hysterectomy was much the 
best, but the risks were so great that he would like to see an 
operator of the experience of Dr Thomas Keith adopting it success- 
fully before he ventured to try it. He had found that Thomas's 
curette was quite useless for any purpose, and he now never employs 
it. He felt quite sure that there was no danger in the proper use of 
a stronger instrument ; as he agreed with Olshausen that one can 
always readily recognise the peculiar gritty sensation which shows 
we are working on the healthy uterine tissue. With reference to 
dilatation of cervix before curetting, he was quite sure that there 
was always a good deal of risk in attempting the use of the curette 
with an undilated os. This arose chiefly from the difficulty of 
getting the debris removed from the cavity. Whereas, with the os 
freely dilated, the cavity can be readily washed out and rendered 
quite aseptic. At the same time he quite admitted the danger 
which often attends the use of the tent. In a case which came 
from Dundee' some time ago, the patient died from the shock at- 
tendant on the dilatation of the os by a tent for the purpose of 
diagnosis, and the same thing occurred in another case in which 
he had dilated to hurry on abortion. 



Meeting IX. — July 9, 1884. 
Dr David Wilson, Vice-PreMmt, in the Chair, 

I. J9r Ballantyne showed SECTIONS of epithelioma of cervix and 
recurrent fibroid tumour. 
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II. SIX CASES OF TRACHELORRAPHY. 
By Skekb EsiTHy M.B., CM. 

Operations for restoring a torn cervix uteri are not yet gener- 
ally recognised in the southern parts of this country, and on several 
occasions I have been surprised to see performances on the cervix 
called by the operator Emmet's operation, which I know would 
have astonished the great American apostle of clipping and 
stitching. The few cases which I wish to relate bring out forcibly 
the necessity of following up the after-history of the patients. I 
have seen or heard of several who were no better some months after 
the operation, and who were supposed by the operator to have been 
cured, — ^for example, I know of one lady who a few months after the 
operation was no better, but rather worse, as she was suffering from 
constant bloody discharge in addition to her other troubles. This 
discharge was accounted for by the presence of a wire suture in 
one lip and the want of improvement by complete failure of 
union, yet it may have been put down as a cure, as the patient 
did not see the operator after tiie first few weeks. 

Case I. — ^Mrs S. had suffered for fifteen years from pain in both 
groins, and from a constant aching in the region of the sacrum 
since the birth of her only child. The labour had been a natural 
one. After years of treatment, she at last saw Professor Skene of 
Brooklyn, and was advised by him to have the cervix uteri 
repaired. The cervix was torn on both sides of the os, almost to 
the vagina, and there was some, though not very marked, rolling 
out of the lips. The uterus was of normal size, and was not dis- 
placed. 

Dr Skene allowed me to perform the operation, and assisted me, 
on the 26th December 1881. Sim's speculum was used to bring 
the cervix into view in this and the other operations. After pass- 
ing a sound, I fixed on to each lip of the cervix a double tena- 
culum at the spot where the centre of the external os was to be. 
With Skene's hawk-bill and Emmet's scissors I pared first the left 
and then the right side of the cervix, leaving the central part un- 
touched for the cervical canal. There was little haemorrhage. 
Three sutures were required on each side ; and after they had been 
tied, I passed a sound to be quite sure that the cervical canal was 
patent This precaution is not altogether unnecessary, for I have 
since seen a cervix on which a so-called Emmet's operation had 
been performed, but where the menstrual discharge after the 
operation escaped through a small opening at the junction of the 
cervix with the vagina. 

Mrs S. had retention of urine for twenty-four hours, and this 
was the only trouble she had after the operation. The sutures 
were removed on the seventh day ; she sat up on the tenth ; and 
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at the end of the fortnight she came to Dr Skene's consulting- 
room. The union was not so good as it might have been. How- 
ever, the backache was quite gone, and the pain in the groins was 
not so bad. I have not heard of her since. 

Case II. — ^A lady, aged 26, was seen by my father, Dr Thomas 
Keith, in April 1882. Two years before she had been delivered 
of a seven months' child with forceps, after having been in labour 
with convulsions for forty-eight hours. Since then she had suf- 
fered from constant backache and leucorrhcea. On examination 
with the speculum it was seen that the left side of the cervix was 
torn, and that the tear extended into the mucous membrane of the 
vagina. The right side was intacti The cavity of the uterus 
measured 4 inches, and there was no displacement. 

In May 1882 I operated in the same way as in the previous 
case, except that one side only had to be repaired, and that two of 
the eight silk sutures which were required were entirely in the 
vaginal wall. After the stitches had been tied, the tear measured 
2J inches. The patient had no trouble after the operation. On 
the ninth day two of the sutures about the centre of the line were 
found to have cut their way out. Injections of hot water were 
given night and morning, and the other silks were left in for two 
more days. Three weeks after the operation the cervix looked 
almost as though there had never been anything the matter with 
it. The uterus now measured 2J- inches. The backache and 
leucorrhcea had entirely disappeared. 

This lady kept perfectly well for seventeen months. She was 
then delivered of a child at term, and since then has had a slight 
return of the old troubles. A short time ago Dr Keith found that 
there was a small tear anterior to the former one. 

Case III. — This patient, aged 29, saw Dr Thomas Keith in March 
1882. She had, at that time, been suffering for 4 J years — since 
the birth of her only child — from backache and pain in the left 
groin. The labour had been quite a natural one. The backache 
had steadily increased, and more especially during the last twelve 
months. The cervix was hard, torn on the left side only. 

In July, I operated. On account of the hardness and hyper- 
trophy of the cervix, I had to remove a thick slice of tissue before 
I was able to turn in the everted edges. The bleeding was rather 
free at first, but had quite ceased before I introduced the five 
sutures, which were necessary to bring the parts nicely into posi- 
tion. Sutures were taken out on the ninth day, and on the 
eighteenth the patient went home. The line of union was very 
good. The backache was gone, and the pain in the left side was 
somewhat better. In December of same year patient wrote to say 
that she had no pain and was cured. She kept well until six 
months ago, then leucorrhcea appeared accompanied by occasional 
pain in the side and back. Her doctor has told her that she is 
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much better for having had the operation done, and I suppose that 
the present illness ia not due to any opening up of the cicatrix. 

Cask IV. — Mrs K, aged 31, suffered from backache, pain in the 
left groin, and leucorrhoea for ten months, since an abortion at 
about the fourth month. She had been a patient of Mr Butler- 
Smythe in the Grosvenor Hospital for Women and Children, 
Westminster, for a number of weeks, and had improved to a 
certain point, but could not be made to advance farther by any 
of the usual treatment for such cases. When Mr Smythe asked 
me to look at the case the cervix was torn on both sides, princi- 
pally on the left, and the everted lips were covered by exuberant 
granulations, which bled easily. The uterine cavity measured 2 J 
inches, and the sound passed backwards with a slight curve. Mr 
Smythe asked me to operate, and I did so in April 1883. There 
was no special diflficulty in the operation. I was able to raw the 
right side with one snip of the hawk-bill scissors, as the tear on 
that side was small and required but one suture ; three were put 
in on the left Patient suffered from no pain nor disturbance after 
the operation ; and when she left the hospital the cervix looked 
beautiful. The leucorrhoea was quite stopped, the backache some- 
what better, and the pain in the groin as bad as ever. Now she is 
perfectly well. 

Case V. — Mrs M., aged 36, had not felt well for years, and since 
the birth of her la^t child, seventeen months before I saw her, had 
suffered from constant backache and leucorrhoea, and frequently 
from facial neuralgia. On examination, the perineum was found 
to have been partly torn, and what was left of it was lax and soft. 
There was a considerable rectocele, and this caused great straining 
at stool. The cervix was low down, large, hard, torn, and the Kps 
were much everted, the posterior being fully twice as thick as the 
anterior. The uterus was slightly retroverted, and the cavity 
measured 3 in. 

In May 1883, I pared and brought together the everted lips. 
There was some difficulty in doing this on account of the difference 
in thickness. Six sutures in all were put in. At the same sitting 
I cured the rectocele by repairing the perineum. Five weeks after 
the operation the cervix could not have looked better. The 
patient went to the sea-side, and although she came back looking 
very anaemic and not feeling well, t£ere had been no leucor- 
rhoea nor faceache, and the back did not pain as much as formerly. 
In December, the backache began to get worse, and I found that 
my patient had become pregnant, and that about one-third of the 
cicatrix in the cervix had given way. She aborted, and I again 
pared and brought together the everted lips, this time with wire. 
A week ago patient wrote to say that she was feeling much 
better. 
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Mrs L., aged 24, was well until after the birth of hBT second 
child, four years ago. After getting up she suffered from bearing- 
down pains, which were relieved by wearing a pessary. Six 
months ago she was delivered of a big baby with forceps, and re- 
mained in bed for five weeks. Since then she has sutfered from 
constant backache and pain in the left groin, and has had a profuse 
yellow discharge. When I saw the patient last November the 
uterus lay low in the pelvis. The cervix was deeply torn on both 
sides, and there was a great deal of rolling out of the lips. The 
vagina contained a large amount of glairy mucus. After two 
months' treatment as an out-patient, during which time the cervix 
decreased in size and the leucorrhoea got less, I thought that the 
tear would not improve farther, as it was an irregular one, and 
therefore operated. On the ninth day the patient felt perfectly well 
and had no pain. She went home at the end of 9 weeks, nursed 
her two children with measles, and her husband who was also ill, 
and felt perfectly well for three months. Since then there has 
been profuse discharge, with pain in the stomach, and I have 
heard from Mr Malcolm, who has seen her at the Samaritan Free 
Hospital, that there is considerable suppuration along the line of 
the cicatrix on the right side, though the deeper parts appear to be 
quite firm. 

This operation of Emmet's, when properly performed, is certainly 
of benefit in suitable cases, but I do not believe that it ought to be 
a very common one, for there are few women who have had a 
child without having their cervix uteri more or less injured, and 
most of those injuries do little harm. In my notes of a year's out- 
patient work in the Samaritan Free Hospital, I find that I have 
marked down that there was a well-marked cervical tear in forty- 
two cases, yet in five only did I recommend operation, and two of 
those five were on account of induration due to excessive applica- 
tions of caustic. Careful application of a mixture of carbolic acid 
and tincture of iodine, with the hot douche and support of the 
uterus when necessary, was found quite sufficient to heal up the 
other cases. Even in the Women's Hospital, New York, Emmet's 
operation is not a very common one. In four and a half months of 
the winter of 1881-82 I saw it performed there twenty-one times, 
and I was present at all the operations during that time. 

Trachelorraphy is not a very easy operation, at least in most of 
the necessary cases, for in those the tissues of the cervix are much 
harder than natural. Were it safe to draw the cervix entirely 
outside the vulva there would be little difficulty, but as this can- 
not be done, I have found that the next easiest position to have 
the cervix is at its natural place, at the upper part of the vagina, 
provided always that the patient is placed well in Sim's position, 
and that the speculum is well held. There is far more room here 
than at any other part of the vagina. 

In forty cases I have but once seen haemorrhage of any moment. 

Y 
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In the others it either stopped before the stitches were introduced 
or after they had been brought toi^ether, and I do not think that it 
is of importance what kind of sutures are used. In my next case 
I shall probably use wire for the crown ones, and silk, prepared 
according to Dr Skene's way, for the others. The needles are of 
much greater importance. Dr Emmet used round ones, but I do 
not find that there is any objection to lancet-pointed needles, and 
certainly they go in much more easily. 

It is a great comfort to fix on to each lip a tenaculum of some 
sort, then one gets greater command over the cervix, and can keep 
it steadier than if a loop of thread or any other means be used. 

Dt Wilson said that the Society had much pleasure in listening 
to the paper. He was very glad to find that Dr Keith regarded 
the operation as one seldom demanded, as he had been inclined to 
think, from the frequency with which it was done in America, that 
either the condition was more common there than here, or else 
that the operation was performed more frequently than there was 
any need for. 

Dt Berry Hart said he considered Dr Keith's an extremely 
interesting and judicious paper. . He had not much experience in 
the operation personally, and in all the cases of split cervix which 
he had seen he had onlv seen one in which he advised an 
operation. His main diCBculty was that he could not quite see the 
pathology of the condition, and had some difficulty in connecting 
the pain and other symptoms felt with the particular state of the 
cervix. He thought the cases for operation are those in which there 
is much eversion and granulation and leucorrhcea. He would like 
to ask Dr Keith what other lesions were present when he operated, 
and also under what conditions of associated disease he would 
regard operation precluded. In some cases which he had seen 
operated on he had found that the patient attributed a whole train 
of symptoms to the operation. There was a wide field for patholo- 
gical observation in these cases. 

Dr Milne Chapman said that he had done Emmet's operation 
four times, the indication for it in each case being tear of the cervix 
with ectropion of the lips and the presence of a large heavy uterus. 
In the first case union did not occur, but the uterus was slightly 
reduced in size ; in two others, though union occurred, little benefit 
was derived from the operation. The fourth case was a success both 
immediately and remotely. He believed that the pathological history 
of these cases was somewhat as follows. On the occurrence of a tear 
at delivery a condition was produced in which we had the lower 
end of the cervical canal exposed and flanked on one or both sides 
by a raw surface uncovered by epithelium. A natural att-empt at 
repair by first intention occurred, but in most cases was counter- 
acted by the imperfect coaptation of the surfaces and the flowing 
over them of the lochial discharges. During the subsequent process 
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of cicatrisation a degree of local hyperaemia was occasioned, and 
this interfered with the process of involution, and as a result the 
uterus remained large. The torn surface in course of time became 
covered over by epithelium of the same character as that of the 
cervix, as the cervical epithelium proliferated much more rapidly 
than did the squamous epithelium covering the vaginal aspect 
This new surface came to resemble in all respects the cavity of 
the cervix, being thrown into folds and furrows, and covered with 
a single layer of cubical epithelium, through which the vessels 
readily shone, and hence the villous vascular appearance. The 
operation consisted in the removal of this newly developed cubical 
epithelium, along with the new cicatricial tissue, the stitching 
together of the rawed surfaces, and the consequent turning in 
of the exposed cervical canal. Dr Chapman, however, attributed 
much more importance to the enlargement of the utenis than to 
the presence of the tear as productive of suiBfering in these cases. 
The heavy uterus accounted for the backache and other symptoms, 
while the increased cavity surface occasioned the monorrhagia and 
leucorrhoea, the latter condition being further aggravated by the 
secretion from the surface of the exposed cervix and the frequently 
associated condition of cervical catarrh. The greatest benefit of 
the operation appeared to be derived from the diminution in 
size of the uterus which so frequently resulted after its per- 
formance, and he was greatly struck with the report of one of Dr 
Keith's cases where a reduction in size of 1^ inches occurred 
in three weeks. It was well known that a process of artificial 
involution frequently followed any operative interference on 
the cervix, as, for instance, dilatation by means of tents, and 
the interference involved in Emmet's operation seemed specially 
to favour this process. He fully agreed with Drs Keith and 
Hart that the operation should only be performed as a last 
resource in cases which had resisted all ordinary treatment. 

Br Barbour* s experience of these cases had been limited to the 
eight or ten cases which Professor Simpson had done. In not 
more than half of the cases operated on had any benefit followed. 
He thought that Emmet's operation rested on a perfectly sound 
pathological basis. If the condition is kept up by eversion of the 
cervical canal, Emmet's operation is preferable to that of Schroeder. 
But Kustner's recent paper shows that in a great many cases the 
results aimed at by Emmet can be obtained by the judicious and 
persistent use of hot water. By this mode of treatment the growth 
of the squamous epithelium of the vaginal portion is caused to 
encroach upon the cylindrical epithelium of the canal, and restora- 
tion of the normal condition is thus gradually brought about. 
Those cases which persistently resisted this treatment were those 
in which he considered Emmet's operation was required. 

Dr Arnott had been greatly interested in the cases discussed. 
He thought that Dr Keith did rightly in discriminating between 
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those cases in which a woman was merely sent out of the hospital 
with a good cicatrix, and those in which permanent improvement 
of the health followed the operation. He thought it well to make 
a distinction between the benefit derived from the opemtion as a 
whole, and that which followed simply the depletion of the con- 
gested uterus during the operation, and the rest in bed which the 
operation involved. He considered it would be a good plan to do 
as many operations as possible, and then having accumulated a 
sui&cient amount of material to compare the results derived. 

Dr P. A. Young referred to the fact that not so very long ago it 
was the fashion to split cervices, and now the opposite practice 
prevailed. With reference to the eflScacy of the operation, he 
mentioned a case related by Dr Playfair of London at the Inter- 
national Medical Congress. The patient had been under his care and 
constant treatment, suffering from split cervix for ten years, and at 
last was advised to go to New York. When there Dr Emmet 
operated, with the result that the whole of her bad symptoms 
entirely disappeared. He joined with the rest of the Fellows in 
expressing his sense of the judicious nature of Dr Keith's paper. 

Dr Brewis said, that four out of the five cases of trachelorraphy 
done by Dr Macdonald during the past winter were successful, 
and the failure of the fifth could easily be accounted for. There 
was a deep tear on the left side of the cervix, accompanied by 
shrinking and contraction of the broad ligament of that side. 
This rendered the operation difficult, as it prevented the cervix 
being drawn down to the vulva. The stitches were introduced 
satisfactorily, and the patient had no bad symptom during the 
first week ; it was found that when the stitches came to be removed 
the tear had opened up again, and the condition was as bad as it 
had been before the operation. He considered this result due 
mainly to the unequal traction brought about by the two broad 
ligaments. In one of Dr Macdonald's cases there had been con- 
siderable haemorrhage on the third day. In one of the cases he 
had found the patient collapsed and faint from the loss of blood 
He used hot water and Dr Sidey's styptic, and by these means 
checked the haemorrhage. Some days after he found the whole 
vagina charred, and though he at first attributed this to the hot 
water, he found afterwards that this was due to the styptic. It is 
well in cases of trachelorraphy to instruct the nurse to watch for 
haemorrhage, as otherwise a patient may lose a very large quantity 
of blood without any one being aware of it. 

Dr Webster had a case five years ago which he wished to men- 
tion. She had a well-marked cervical tear, and had all the 
associated symptoms of backache, discharge, etc. He regarded it 
as being a bad case, and gave the patient a bad prognosis. He 
sent her to Dr Hart, and found sometime afterwards that the 
patient was quite well, and on inquiry he found that Dr Hart's 
treatment consisted solely in the use of hot water. 
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Dr Skenie, Keith thanked the Society for the way in which it had 
received his first paper there. When he returned from America 
lie had had too sanguine ideas of the value of the operation, and 
'was eager to perform it on all possible cases. Since then he had 
modified his views ; and even by Emmet himself the operation was 
now one which was comparatively seldom performed. Those 
who employed it most frequently were chiefly the men further 
west. As to the pathology he could say little about it. Nearly 
all the cases varied widely in the local conditions ; usually the 
uterus is considerably enlarged. He readily admitted that there 
'were many cases in which rest in bed and hot water would effect 
a cure, and of course these are cases in which he would not 
operate. He would certainly not operate in any case where there 
was much cellulitis, unless in old standing cases which had 
resisted all other treatment, and in them he would operate with 
great care. He had not seen much haemorrhage occur during the 
operation. In one in which Dr Lee was operating the cervix 
was very short, and a large arterial vessel was cut, but though the 
haemorrhage was profuse for a little, it was easily secured. 

III. SOME CASES OF CLINICAL AND PATHOLOGICAL 
INTEREST IN THE BUCHANAN WARD, UNDER PRO- 
FESSOR SIMPSON, 1883-4. 

By J. W. Ballantynb, M.B., CM., Buchanan Scholar. 

Before proceeding to the consideration of some cases of special 
clinical and pathological importance which have been treated in 
the Buchanan Ward during the past ten months, it may be not 
uninteresting to pass in review the antiseptic methods and pre- 
parations which have been employed during the above-mentioned 
period. 

The ward having been closed during the month of August and 
the first half of September 1883, was reopened on the 15th of the 
latter month, at which date also I entered on my duties as non- 
resident assistant under Professor Simpson. The antiseptic agent 
at that time in use, both for the major and minor gynaecological 
operations, as well as for the purposes of vaginal irrigation, was 
carbolic acid in its various forms (solution, gauze). It was used 
at the first cases in which abdominal section was performed, tlie 
instruments and sponges being kept lying in the solutions of it 
(1 to 20 and 1 to 40), whilst the dressings applied to the wound 
were also carbolized. All these cases did welL On no occasion 
was the carbolized steam spray used during the operation, al- 
though in several cases it was set agoing in the room for two 
hours previous to the making of the first incision. About this 
time corrosive sublimate was brought prominently before the 
notice of the profession at the meeting at Freiburg in Breisgau, 
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where the results of its use as an antiseptic in obstetric practice 
were recorded by many able observers, among whom may be men- 
tioned Kehrer, Prochownick, Hegar, Schatz, Fraenkel, and Bad- 
lehner. These gynaecologists have practically tested the results at 
which Koch arrived from laboratory experiments, and are unani- 
mous in their testimony as to the powerful antiseptic properties of 
the perchloride of mercury. But although Geruian observers have 
thus given a great impetus to the popularization of the employ- 
ment of this preparation, it is to France that we are indebted for 
first demonstrating its properties and showing how these properties 
might be put to good account As far back as 1874, Davaine 
made a communication to the Soci^t^ de Biologic at Paris on the 
subject of the properties of corrosive sublimate, and six years later 
the same observer gave to the world the full results of his inves- 
tigations on its antiseptic action on microbes. As an immediate 
result of these experiments, Tarnier adopted it at the Materiiite 
at Paris, and spoke strongly in its favour at the International 
Medical Congress held at London in 1881. The form in which 
Tarnier used it was that known as Van Swieten's solution. In 
1881, also, Schede employed it in surgery. In the meantime Koch 
was carrying on numerous experiments at Berlin, which led him 
to the conclusion that perchloride of mercury was the most 
powerful antiseptic agent known, a solution of 1 of the salt in 
333,000 parts of water aiTesting the development of spores. 
The solutions which are actually in use are much stronger than 
this, 1 in 4000 or 1 in 2000 having been found very suitable for 
practical purposes. Professor Simpson, therefore, determined to 
adopt the corrosive sublimate in the Buchanan Ward ; and accord- 
ingly, in last November, carbolic acid was in great measure 
abandoned, and the mercurial solution used in its stead. At first 
we employed a spirituous solution of the corrosive sublimate (1 in 
20), adding 1 drachm of this liquid to 12 pints of water, in order 
to give an antiseptic solution of nearly 1 in 2000. But it was 
soon found that, for hospital practice at least, it was preferable to 
have the solution ready made of the strength required; so the 
laboratory henceforth supplied us with Winchester quarts con- 
taining an aqueous solution of corrosive sublimate (1 in 1000), to 
which we had only to add equal parts of warm water, and we were 
at once in possession of an antiseptic solution of the required 
strength (1 in 2000). Since this gave a colourless solution with 
which accidents miglit easily have occurred, 1 or 2 drachms of 
methyl-orange were added, in order to colour it pale yellow, and 
so render it less liable to be mistaken for water. This solution, 
then, was used in the ovariotomies and other cases of abdominal 
section as well as for minor gynaecological operations, such as 
removal of polypi, division of the lips of the cervix for dysmenor- 
rlioea, amputation of the cervix, etc. The cases of abdominal sec- 
tion have not been sufficiently numerous in order to enable us to 
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draw? any conclusions — for or against — the use of this antiseptic; 
still it is a striking fact, that we liave had two deaths after 
ovariotomy during this session, and in both these cases corrosive 
sublimate was the antiseptic employed. In neither of these cases, 
unfortunately, was a post-mortem examination permitted, the 
patients dying on the seventh and eleventh days respectively, 
with symptoms pointing strongly to peritonitis. Still, as has been 
already stated, it would be obviously most unfair to draw any 
conclusions from two cases alone. There are, however, certain 
disadvantages which the sublimate solution undoubtedly possesses, 
and which interfere greatly with its usefulness, especially in 
operations where the peritoneum is involved. One great incon- 
venience certainly is the action which the mercurial solution has 
upon metallic instruments, for one hour's exposure to such a 
solution is quite sufficient to coat the instruments with a grayish 
deposit which can only be removed with great trouble. This dis- 
advantage might be greatly lessened by using, as some have 
advised, a weaker solution for the instruments — say, 1 in 10,000 — 
or it might be altogether overcome by having special instruments 
made to be used with this preparation ; but then the question of 
expense comes to the front, and is not to be disregarded, especially 
in a public hospital, where the yearly expenditure on instruments 
is a not inconsiderable item. Another disadvantage of this solu- 
tion is its action upon sponges, which it stiftens and renders of a 
dark colour. Thirdly, it has been alleged that it affects the hands 
of the operator and his assistants, causing in some persons a con- 
siderable degi'ee of erythema and cutaneous irritation; but this 
inconvenience was not specially noted in the Buchanan Ward, 
neither in the abdominal cases nor in the cases where the solution 
was used for the purposes of vaginal irrigation, and where the 
nurses would very quickly have complained had any such effect 
been very obvious. Fourthly, there is a serious objection of which 
we must take account, and that is the fact that several cases of 
mercurial poisoning have resulted from the use of the perchloride 
of mercury solution. Stadfeld of Copenhagen and Stenger of 
Manheim have reported some such cases, and in the Edinburgh 
Eoyal Infirmary at least one such case has occurred, not in the 
Buchanan Ward, it is true, but in a medical ward where a patient 
with empyema was in the habit of having the pleural cavity washed 
out twice daily with a solution of 1 in 2000. On the other hand, 
the sublimate solution has many advantages, for it is cheap, 
odourless, and is a powerful antiseptic and disinfectant, at the 
same time that it acts by coagulating albumen, to which last 
named property I attribute a great importance in the special class 
of cases to which I shall immediately call attention. So great was 
the effect that the sublimate had on the instruments and sponges, 
that in the last few abdominal cases we have returned to carbolic 
acid again. But there is one kind of case in which corrosive sub- 
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liiuate lias proved of great service, in cases of pelvic abscess, 
namely. Three such cases have been treated in the ward, one of 
which is well worthy of a little consideration. The patient, a married 
woman, 25 years of age, was admitted to the ward on 1st February 
1884, sufiFering from pain in the left groin and side, and inability 
to straighten the left thigh. She had been confined of her first 
child six weeks previously ; the labour had been a tedious one — so 
much so, that she was anaesthetized and the child delivered by 
means of forceps. From this confinement her present illness dated. 
She gave a typical history of an attack of acute pelvic cellulitis, 
which had not yielded to treatment by blistering and internal 
remedies, but had gone on to pus formation. When admitted she 
had a very exhausted, anxious look, and lay on her right side with 
the left thigh strongly flexed on the abdomen. There was a dis- 
tinct fulness in the left iliac region, extending along the line of 
Poupart*s ligament, and at one point there was marked fluctuation 
with a surrounding area of almost bony hardness. On vaginal and 
bimanual examination, a large hard mass was found occupying the 
anterior, posterior, and left lateral part of the pelvis. Tlie uterine 
fundus was found lying to the front and embedded in this mass. 
The diagnosis of pelvic cellulitis following labour and passing on 
to abscess formation was therefore made, and she was therefore put 
on quinine, and had poultices applied to the left iliac region. On 
16th February the abscess was seen to be pointing in the left 
groin about IJ inch above Poupart's ligament; Professor Simp- 
son, therefore, aspirated here and drew ofiF about 20 oz. of 
creamy pus. The temperature still remained high (103°-6), so on 
the following day an incision was made, and the abscess cavity more 
thoroughly evacuated, and then washed out with a solution of 
corrosive sublimate (1 in 2000), a drainage-tube inserted, and an 
antiseptic dressing of iodoform gauze and salicylic wool applied. 
The cavity was thereafter washed out twice daily with the sub- 
limate solution, and dressed as above. The temperature, which 
had fallen to normal, remained so, and the purulent discharge 
daily decreased in amount. One day, through some mistake, thoie 
was no corrosive sublimate at hand, and I used carbolic lotion (1 
to 60) in its place, with the result that the temperature rose to 
100°, and that next morning it was found that there was a con- 
siderable increase in the amount of discharge. On returning to 
the sublimate, affairs again progressed favourably. On the 10th 
of March, about three weeks after the evacuation of the abscess, 
the discharge was hardly noticeable, and the cavity had so con- 
tracted that only a few threads of catgut could be passed into it. 
From this point onward the patient progressed favourably. She 
was well dieted, had large doses of iron and quinia, and left the 
Infirmary quite recovered in the first week of April. I heard of 
her again in May, when she was seen wheeling a perambulator 
containing her child, and looking well and strong. In this case 



BY MR J. W. BALLANTYNE. 177 

the beneficial action of the corrosive subhmate was well demon- 
strated, especially its property of coagulating albumen, and thus 
rapidly diminishing the purulent discharge. The unintended ex- 
periment with carbolic acid showed clearly its inferiority to cor- 
rosive sublimate in this respect. 

In the narration of the above case an incidental allusion was 
made to iodoform gauze as a dressing, and it may be not inoppor- 
tune to consider here, shortly, the dressings which were most used 
in the ward during the session. Iodoform gauze was certainly the 
favourite. It is a most cleanly preparation, with only one draw- 
back, namely, its powerful odour. It was much used for the pur- 
pose of plugging the vagina after operations on the cervix, when it 
might be employed either in the form of a kite-tail plug, or as a 
bag containing some other antiseptic preparations, such as sali- 
cylic silk or wool. When used in either of these two methods, it 
was extremely easy of introduction into the canal, and of withdrawal 
again when required. In ovariotomies and laparotomies iodoform 
gauze also formed the principal part of the dressing which was 
applied. The usual method in which the abdominal wound in 
such cases was treated was as follows : — The deep and superficial 
sutures having been tied, the surface of the wound was thickly 
dusted over with a powder made up of equal parts of iodoform and 
subnitrate of bismuth ; a layer of protective was then placed in 
position; above this were laid several layers of iodoform gauze, 
and then two more layers of gauze with a pad of salicylic silk or 
wool lying between were applied, the whole forming a cushion 
which could be easily lifted up and replaced whenever it was con- 
sidered necessary to inspect the wound. Outside all was a broad 
flannel binder passing round the abdomen, and being fastened at 
one side by means of safety pins. Unless there occurred a great 
deal of oozing from the wound, this dressing seldom required to be 
changed for several days after the operation. Eecently several 
new dressings have come into use, such as sublimated wood-wool, 
and sublimated gauze and wool. The wood-wool has only 
been used in a few unimportant cases in the ward, when it 
was noted that it had the power of absorbing discharges very 
equally and thoroughly. Two other preparations resembling wood- 
wool I show to the Society, the pine-wool and cell-wool, which 
like wood-wool have the benefit of cheapness (Is. per lb.), but 
which require a more extended employment before a decided 
opinion can be expressed on their merits. The sublimated gauze 
and wool are quite new preparations, which have been made at 
Mr Arthur's suggestion ill the following way : — The perchloride of 
mercury is dissolved in glycerine, and then the gauze is soaked in 
this mixture, wrung out, and dried. It is then compressed and 
made up in packets. The glycerine is used to prevent the per- 
chloride appearing in the form of crystals ; it gives the gauze a 
moist feeling and a sweetish taste. The sublimate gauze has not 
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the disagreeable odour of iodoform gauze, and the sublimated wool 
has not the irritating effect on the nasal mucous membrane that 
salicylic wool haa These two preparations, therefore, deserve a i 
fair triaL They have not yet been used in the ward, but will be ■ 
at the next operation. One other antiseptic was used in the ward, { 
but only in a few cases, and that was the 1 per cent, solution of 
the sulphate of copper, employed and recommended by Dr Char- 
pentier at the Clinique d'Accouchements in Paris. But the same 
remarks apply to it even more strongly than to the sublimate 
solutions. It has a very great action on the instruments and 
sponges, and has a most unpleasant effect upon the hands when 
washed in it, especially if soap be used. 

Several cases of no small clinical importance occurred in the 
Buchanan Ward during the past ten months, two or three of which 
will now be laid before the Society. 

Before proceeding to narrate in detail the first and probably the 
most important case which we have had, a few words of introduc- 
tion are necessary. In March 1879 Professor Simpson read a i 
paper before the Edinburgh Medico-Chirurgical Society, describing 
a case of double oophorectomy, or Battey's operation, which he had 
performed, and in the course of some comments which he then " 
made upon the operation he threw out the following suggestion : — 
" Is it necessary," he said, in discussing the modes of removing 
the ovaries, "to cut off the ovaries after strangulating their 
pedicles ? It would be a great comfort," he continued, " to be 
able to close the abdominal wound with the absolute certainty 
that no internal haemorrhage could occur ; and this certainty we 
should have if we could arrest the ovarian activity by simply 
cutting off the blood supply with a ligature. Experiment alone 
can determine what the result of such a simple application of the 
ligature would be ; whether, for instance, it might give rise to a 
gangrenous or inflammatory condition, such as we see occasionally 
in ovarian cystomata, where the pedicle had become twisted, and 
such as might introduce an element of danger ; or whether, on the 
other hand, the capillary circulation might not so far keep up the 
vitality of the organ that some of the ovisacs would continue to 
grow and pass through their cyclical changes." At the London 
International Medical Congress in 1881, Dr Battey, in alluding to 
the above-mentioned suggestion, called attention to the fact that a 
test case had been operated on at Mount Morris, Michigan, in 
August 1880, by Drs BardiveU and Burner, who record the result 
of the experiment in the following words : — " May now be said to 
be a perfect success, as the patient is perfectly comfortable and 
able to attend to her duties." No further case has, so far as we 
have been able to learn, been recorded, and it was not till last 
November that Professor Simpson had an opportunity of putting 
his own suggestion into practice. For the following notes of the 
patient's history I am indebted to Mr Thos. B. Darling, the clerk 
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of the case: — M. B., a married woman, 40 years of age, was 
admitted to the Buchanan Ward on 4th October 1883, com- 
plaining of a down-bearing pain, with excessive red discharge from 
the front passage and "whites" between the monthly periods. 
She gave the following history of her present attack, which began 
two years ago : — Three days after her last confinement, which took 
place on 12th October 1881, she began to suffer from a gnawing 
pain in the left side of the pelvis, which gradually increased in 
severity, and on the tenth day she was in a state of high fever. 
The severity of the symptoms then abated somewhat, and the 
patient got up in a fortnight, the pain in the left side still con- 
tinuing, and being now accompanied by pain in the back and a 
continual sense of down-bearing. The lochial discharge lasted for 
three weeks. Three months after this her upper and lower 
extremities began to swell, and a copious white discharge began to 
come from the vagina. The swelling of the limbs began to 
disappear in six months, but synchronous with its disappearance 
the abdomen began to become distended. She now became a con- 
firmed invalid and consulted several medical men, one of whom 
diagnosed retroflexion of the uterus and inserted an instrument, 
which, from the patient's description, seems to have been a Hodge 
pessary. This instrument relieved the pain so long as it remained 
in position, but this it only did for three days or so at a time. 
Other instruments were then used, but without producing any 
satisfactory result. She then saw another doctor, who said she 
had inflammation of the ovaries in addition to the retroflexion of 
the uterus, and ordered her poultices to the abdomen and hot 
water vaginal injections. This treatment soothed the pain and 
somewhat checked the discharge, which had become yellowish-red 
in character. Having thus reduced the inflammation considerably, 
her medical attendant then introduced an instrument, but this, 
like the former ones, did not remain long in position. The pain in 
the back and side had been present during her whole illness, 
except at the menstrual periods. She came to Edinburgh in 
September 1883, and was admitted into the Eoyal Infirmary on 
4th October. Her health previous to marriage had been good ; her 
social condition was good, and her habits temperate, save that she 
was in the habit of taking toddy to relieve the pain from which 
she suffered. Her sexual history was chiefly remarkable for the 
fact that the menstrual discharge began at the early age of twelve ; 
it was of the regular twenty-eight day type, lasting from four to 
six days, and was not in large amount. During the course of the 
present illness, however, the quantity has greatly increased, and 
the periods have ceased to recur regularly, appearing sometimes 
twice a month. She suffered much from dysmenorrhoea previous 
to this illness ; but, as has been noted, the menstrual period has 
since been free from pain. She has been pregnant seven times, 
but has never had any miscarriages ; five of the labours were very 



180 CASES IN THE BUCHANAN WAKD, 

prolonged, and in two of these instruments were employed. The 
puerperia were normal, with the exception of the last ona She 
nursed all her children, but none longer than eight and a half 
months. She has been much troubled with a frequent desire to 
micturate and with constipation. She has also noticed a feeling 
of numbness passing down the left thigh and leg. She had a 
highly-stnmg nervous system, verging on the hysterical, was 
small in stature, and had an anaemic appearance and an anxious 
expression. The mammas were typically multiparous, as was also 
the abdomen. There was great pain and tenderness on palpation 
in the left iliac fossa. The vaginal and combined examinations 
revealed a multiparous canal and cervix, with an enlarged and 
freely movable uterine fundus lying sharply retroflexed. On 
making the bimanual examination combined with the introduction 
of the sound, the uterus was found to measure three and a half 
inches ; it was sharply retroflexed, and lying behind it in the pouch 
of Douglas was a rounded, very painful body, about the size of a 
walnut, which could only with great care be differentiated from 
the uterine fundus. In the left fornix another small, somewhat 
rounded, and very tender body was palpated. The diagnosis of 
retroflexion of an enlarged uterus with ovarian congestion and 
prolapse was therefore made. On admission she was first treated 
with the hot water vaginal douche night and morning, and a 
glycerine plug was inserted into the vagina every second day, 
while ergot was given internally, and it was hoped that by these 
means the ovarian condition might be so much relieved as to 
admit of the introduction of a carefully adapted pessary. These 
means failed, however, as did packing the vagina tightly with 
cotton wool alone. Professor Simpson therefore determined to 
open the abdominal cavity, in the hope of being able thus to 
relieve the patient's sufferings in a radical manner. Accordingly, 
on 27th November, the patient was anaesthetized, and an incision 
made in the middle line as in ovariotomy. The peritoneum was 
divided with great care, in order to avoid wounding the intestines. 
A hand was then passed into the abdominal cavity, and the 
position of the uterus, lying retroflexed with the right ovary 
prolapsed behind it, was made out. The right ovary and the right 
broad ligament were then drawn up into the wound ; the broad 
ligament was transfixed at the base of the ovary by means of a 
needle threaded with a double silk ligature. The ligature was 
then divided and tied in two portions, thus thoroughly constricting 
the vascular connexions of the ovary. The right ovary was then 
dropped back into the peritoneal cavity. It was noted to be 
enlarged and vascular, but not cystic. The same method of treat- 
ment was adopted with the left ovary. The peritoneum was tlien 
cleansed, and the abdominal incision closed by means of deep and 
superficial sutures, and dressings applied as in a case of ovariotomy. 
No bad symptoms followed the operation ; the abdominal incision 
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healed by first intention; the temperature only twice rose to 100° R, 
averaged 99°'2 for the first three days after the operation, and 98°*8 
for the next three, becoming thereafter normal ; while the pulse 
was throughout fairly good, averaging from 75 to 85. She had in 
three weeks completely recovered from the effects of the operation. 
No pelvic pain or uneasiness followed, and at what should have 
been the next monthly period (in December) no red discharge 
appeared, but a copious yellow offensive one, which was treated 
by means of carbolized vaginal douches. From that day to this, 
as far as we can learn, and we have no reason to doubt the 
woman's statement, not a drop of blood has passed from the 
vagina, neither at the menstrual epochs nor in the intervals. It 
should be added that as she was still anaemic she was ordered iron 
and quinia in the form of the citrate. She left the Infirmary on 
10th January for her home in the north of England, at which 
time the uterus was found to be more nearly normal in size, and 
to be lying anteverted in the pelvis. The ovary was no longer 
palpated behind the uterus. She stated that she had not felt so 
well for several years. During the months of April and May, 
while staying at her own home, she seems to have had an attack 
of pelvic peritonitis, for, on returning to Edinburgh in June, it was 
found that although the uterus was still normal in position, there 
was considerable matting together of the tissues around it. This 
was treated by means of hot douches and glycerine plugs, and the 
patient again left for home on 9th July feeling very much better. 
No blood has passed from the vagina since the operation; but a 
copious whitish-yellow discharge still continues. 

The case' which has just been narrated is full of interesting and 
perplexing physiological and pathological questions. Why should 
a simple ligaturing of the ovarian blood-supply suffice to occasion 
a speedy, premature, and absolutely complete cessation of the 
menstrual flow, when removal of both ovaries, nay, even removal 
of ovaries and Fallopian tubes likewise, has often failed to bring 
about this consummation ? What has been the nature of the 
change which has taken place in the ovaries thus cut off from their 
blood- supply ? Have graafian follicles still been developing and 
bursting, or have the ovaries become transformed into connective 
tissue ? What has been the relation between the appearance of the 
copious, at first offensive, leucorrhceal discharge and the disappear- 
ance of the menstrual flow ? Why has the uterus remained in a 
normal position of anteversion ever since the operation ? All these 
and other cognate physiological and pathological problems can only 
be solved by patient, careful, and laborious experimental investiga- 
tions upon the lower animals, combined with an extended obser- 
vation of operations of this nature performed upon the human 
female. There is very little yet known about the physiology and 
pathology of the ovaries. This case, however, seems to point to 
the conclusion that simple ligaturing of the ovarian blood-supply 
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is a safer and more effectual method of bringing about a premature 
menopause than oophorectomy or Battey's operation, properly so- 
called. 

The next case which we shall record was one of haemato-salpinx, 
or distended Fallopian tube, in which Lawson Tait's operation was 
performed. The patient, a married woman, 40 years of age, was 
admitted into the Buchanan Ward on 20th April 1884. She 
complained of pain in the left groin and in the back, increased at 
the monthly periods, and of a profuse menstrual discharge with 
" whites." She has been ill for two years, the attack commencing 
at that time with severe pain in the left side of the pelvis accom- 
panied by nausea and vomiting. She began to have an increased 
discharge at the monthly periods, with a thick and viscid yellowish- 
white leucorrhoeal discharge between times. The pain, menorrhagia, 
and intermenstrual discharges have continued in a var3ring degree 
up to the present date. Various internal remedies were tried 
before she was admitted to the ward. Although the present ill- 
ness, therefore, might be said only to date back for two years, still 
she has never had good health since the birth of her first child 
fourteen years ago. Her third confinement, ten years ago, was 
characterized by the appearance, after its completion, of a pain in 
the left side, with a slight amount of menorrhagia and leucorrhoea. 
After her fifth and last labour, seven years ago, all these symptoms 
became intensified, and have kept on getting worse up to the com- 
mencement of the present illness. The pain in the side and back 
is markedly increased at the menstrual periods, and persists 
throughout the duration of the flow. All her labours were normal 
so far as she knows. She frequently suffered from headaches and 
had often symptoms of dyspepsia. The physical examination 
revealed the following facts : — She was of medium height, fairly 
well nourished ; the mammae were multiparous ; on palpation of the 
abdomen there was pain on pressure, and a feeling of resistance in 
both iliac regions, but especially in the right ; the percussion note 
was dull in the right iliac and hypogastric regions. On vaginal 
and bimanual examination the vagina and the cervix were found 
to be multiparous in character, a tense rounded mass was found 
occupying the anterior and right lateral fornices, w^hile a smaller 
hard body was found lying in the posterior fornix ; this latter body 
moved distinctly with the cervix uteri. The combined examination 
revealed a tense obscurely fluctuating mass, about the size of a five 
months' pregnant uterus, lying to the front and right side of the 
body of the uterus, which was pushed backwards by it. This large 
body moves with the cervix, but the movement seems to be 
indirectly communicated. The sound passed in up to the 2^-inch 
knob in a backward direction, and with the sound in the uterine 
cavity the tumour could be moved about in all directions without 
affecting the position of the sound. The diagnosis of dilated and 
twisted right Fallopian tube, either hydro- or haemato-salpinx, was 






Section of wall of dilated Fallopian tube, from a case of 
Hematosalpinx ; stained picro-carmine, x ^ 



Fig. 2. 

Section of Epithelioma ot right labium majus; stained 
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accordingly made, and Professor Simpson determined to perform 
Lawson Tait's operation for removal of the Fallopian tube. On 
4th June, therefore, the patient was anaesthetized and the abdomen 
opened as in ovariotomy. Upon dividing the peritoneum the wall of 
the cyst was seen, and the needle of the aspirator was thrust through 
it into the cyst cavity. Only about half an ounce of yellowish 
serous fluid passed through the tube, which became immediately 
blocked, and the cause of the blocking was found to be the nature 
of the cyst contents, which were thick and tenacious. The aspirator 
was then withdrawn and the opening in the cyst enlarged, its 
margins being caught by means of Keith's forceps. The incision 
in the peritoneum was also prolonged, and sponges were placed 
around the opening into the cyst to prevent the escape of its thick 
contents into the abdominal cavity. Partly by gentle pressure, and 
partly by passing small sponges on fixed handles into the cyst 
cavity, all its contents were removed. On passing the hand around 
the tumour, it was found to be due to dilatation of the right Fallopian 
tube, the uterus was displaced backwards, and the dilated tube 
occupied the anterior and right portions of the pelvis, extending 
upwards also into the abdomen. Several adhesions which bound 
the tube to the omentum and to the anterior abdominal wall were 
ligatured and divided. The cyst was then drawn out through the 
abdominal incision, the pedicle was transfixed by means of a 
double silk ligature and firmly tipd on both sides, it was then 
dropped back into the peritoneal cavity, and the peritoneal toilette 
was completed. The incision was closed by means of deep 
silk and superficial horse-hair sutures, and the wound dressed in 
the usual way. No bad symptoms followed the operation. The 
temperature rose once as high as 101° F., but as a rule averaged 
99°-2. The stitches were removed in a week, and the patient is 
now (9th July) convalescent and is going to leave the ward on 
12th July. The tumour, on examination, was found to be the right 
Fallopian tube in a state of dilatation. It was about the size of a 
child's head, and the cyst wall varied in thickness from tj to 
4 inch. On its inner surface was a smooth, pale brown coating, 
rent at several places, and showing the darker areolar tissue below. 
Small blood extravasations were seen at several points. The con- 
tents were made up of a greenish-yellow fluid in small amount, 
with a large number of flocculent yellowish curdy masses in it. 
On microscopical examination large numbers of blood corpuscles 
(some fully formed, others broken down), were found surrounded 
by large quantities of fibrin. Hsematoidin crystals were also seen, 
and much granular detritus. The microscopic examination of 
the wall of the tube shows multiple haemorrhages between the 
layers of the muscular wall, with some atrophy of .the muscular 
elements (v. Fig. 1). 

This was a typical case of the operation which Lawson Tait 
has done so much to introduce and render one of the most sue- 
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cessf ul in all gynaecology. It has sometimes been called Lawson 
Tait's operation, but that operator himself simply terms it "removal 
of the uterine appendages." 

In this case the operation presented no difficulties, with the 
exception of some little trouble which was experienced in emptying 
the cavity and preventing the escape of its contents into the 
abdomen ; the recovery was uninterrupted, and time will now tell 
whether the patient has been relieved of her symptoms or not 
One menstrual period has been passed since the operation ; at that 
time there was a certain amount of pain in the left side, but no 
menstrual discharge appeared. 

To some other cases of interest we can only give the briefest 
notice. One large uterine myoma was removed by laparotomy 
along with the uterus, ovaries, and Fallopian tubes. The pedicle, 
which was a very broad one, was treated extra-peritoneally, being 
constricted by Lawson Tait's clamp and the elastic ligature. Per- 
sulphate of iron was used for dusting on the stump, and acted 
extremely well, keeping the tissues quite dry and firm. The result 
was complete cure. 

In another case a carcinomatous cervix was removed by means 
of the chain ^craseur. The patient was a married woman, 26 years 
of age, and a multipara. She complained of a discharge of blood 
of a slightly offensive odour from the vagina, and of general weak- 
ness, and had been ill for ten months. The cervix uteri was 
larger than normal, somewhat flattened out, rough and nodulated 
in consistence. The posterior lip seemed hypertrophied, but the 
margin of the anterior lip was thinned out, sharp, and hardened in 
consistence. The cervix was removed on 1st December 1883, and 
the patient left the hospital in a fortnight. Since that time she has 
been frequently seen. There has been no return of the symptoms, 
she has menstruated regularly, and the surface of the amputated 
cervix is quite normal in consistence. On microscopic examination 
of the posterior lip of the cervix, there is a great increase in the 
connective tissue elements near the surface ; the arteries are all in 
the condition known as arteritis obliterans; further from the 
surface there is an increase in the gland ducts and acini, giving 
the section the appearance of an adenoma. A section of the 
thinned out margin of the anterior lip of the cervix §hows the 
malignant nature of the process extremely well. The epithelium 
on the surface is much increased, is actively proliferating, and 
sending down into the subjacent tissue offshoots of epithelial 
elements. This is therefore an undoubted case of epithelioma, in 
which seven months after operation there has been no return of 
the disease. 

Professor Simpson, at a former meeting of this Society, stated 
that he had a case of tumour of the labium in an old woman of 
74, in which the diagnosis between lupus and epithelioma 
was doubtful. Microscopic sections have now been made, which 



Section of recurrent fibroid of cervix uteri, removed 
April 1883; stained logwood, x *-?.^ 



Section of a similar tumour removed from same place 11 
November 1883; stained logwood, x tiil 
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lemonstrate that the growth was epithelioraatous in its nature. The 
ipithelial cell nests are particularly well shown (v. Fig. 2), as are the 
udoriparous glands, in which the epithelium is in an active state 
►f proliferation. It is therefore a matter of probability that the 
Epithelioma may have had its origin in the sweat glands. The 
[rowth was removed on the 20th of December 1883, and the 
>atient has not since returned. 

The last case which we shall allude to was one of what may 
)e termed recurrent fibroid of the cervix uteri, which had been 
emoved three times, first in May 1882 by Dr Hall Davis, again 
n April 1883 by Drs Barbour and Smart, and again in November 
1883 by Professor Simpson. The tumour removed on the last 
KJcasion was much softer in consistence. We have examined 
nicroscopically sections of the tumours removed on the last two 
>ccasion8, and the growth seems to be a mixture of spindle cells 
md non-striped muscle fibres. The spindle cell elements run in 
jolumns in the myomatous tissue. On comparing the section 
Fig. 3) taken from the tumour removed in April 1883 with 
hat (Fig, 4) made from the one removed seven months later, we 
observe a marked increase in the sarcomatous cells, with an 
ipparent diminution in the muscular fibres. I heard from the 
patient a week ago, when she said she was again coming into 
>he ward, so the probability is that the tumour has again 
recurred. The question of the total extirpation of the uterus 
was considered on the occasion of the last removal of the 
growth, but Professor Simpson did not consider the case a 
juitable one. 

During the winter, hydrastis, a remedy much recommended in 
zases of carcinoma cervicis by Prochownick, has been employed, 
Buid certainly acts in a beneficial way by checking the discharge. 
So far, however, it has not been proved to have any effect on the 
cancer growth itself. 

Dr Wilson said the Society was much indebted for the interest- 
ing account of the cases read, as well as for the important 
observations on the antiseptic dressings employed. 

I>r Skene Keith was much interested in the account given of the 
dressings used in the ward. In such a ward there was a good 
opportunity of making observations on the absorbent power of the 
dressings. In one case at present under treatment where salicylic 
wool is employed for dressing, and which he finds answers fairly 
well, common wool was used on one occasion, and he found that on 
the following day the discharge had escaped from the dressings, 
and run over on the bed. He asked Dr Ballantyne whether in 
the case of epithelioma of the cervix there was any history of 
a miscarriage which might account for it. Dr Emmet was very 
distinct in his opinion of the rarity of the condition in women 
who have neither miscarried nor born a child at term, and in his 
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experience has only seen two cases in which it occurred in multi- 
pane. He was also interested in the case of ligature of the ai-tery 
to the ovary; but he failed to see any special advantage to le 
gained by not removing the ovary, as it was always quite possible 
to make sure against the risk of internal haemorrhage by the 
employment of a proper ligature. He was at a loss to account for 
the entire cessation of any red discharge from the vagina : usually 
after double ovariotomy there occurs on the third day after tbe 
operation a flow of blood from the vagina, which lasts for a longer 
or shorter time ; and he could not understand how it happened 
in this case that this discharge was absent 

Dr P. A. Young had been making some observations on the 
deodorizing of iodoform for ordinary use, and he found that this 
could be done by mixing with it 1 to 50 of the active principle 
of the Tonquin Bean (Coumarin). 

Dr Barbour thought that Dr Ballantyne should be congratulated 
not only on the paper which he had read, but also on the excellent 
microscopical sections he had brought before the Society. The 
sections of the recurrent fibroid were very interesting. It had 
been noted that the tumour giew more rapidly the second time 
than it did the first, and it could be observed that the cell elements 
were looser and more numerous. It would be interesting to know 
if the tumour was again returning. With regard to the epi- 
thelioma of the cervix, it seemed to be undoubtedly malignant, 
though the cell elements were more regular than usually 
occurred in carcinoma, and possessed only one nucleus. The 
observations on the dressings were of much interest, especially those 
on the wood wool, which had the great advantage of cheapness. 

Dr Ballantyne thanked the Society for the way in which they had 
received Jiis maiden effort. In reply to Dr Keith, he said that the 
patient who was the subject of the epithelioma of the cervix had 
only been married for five months, and there was no history of 
any menstrual cessation. The anterior lip was hard, but there 
was no cicatricial tear. 

IV. The Secretary read the following paper : — 

CASE OF PLACENTA PREVIA, WITH FIBROID OF THE 
UTERUS: TURNING: PROBABLE RUPTURE OF UTERUS: 
PERITONITIS AND DEATH. 

By William W. Millard, M.D., Dunbar. 

On 31st October 1882, 1 was sent for to see Mrs L., aitat. 37, who 
was in labour, and had had severe haemorrhage. As 1 had twice 
previously attended her, each time having placenta praevia, I 
immediately made an examination, and found about 2 or 3 inches 
of the placental edge quite free at the almost dilated os. 

Her previous history was /the following : — In February 1881,1 
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attended her in her eighth confinement She then had placenta 
prajvia and a great deal of ante-partum haemorrhage. I delivered 
her then, by turning, with ease, Dr Napier kindly assisting me. 
Whilst emptying the uterus of blood clots, I discovered then an 
interstitial fibroid tumour on the right, and somewhat to the back 
of the uterus, and low down near to the neck of the uterus. Dr 
Napier also examined the patient, and agreed in the diagnosis. So 
far as I could determine from the relative positions of the placenta 
before delivery and the fibroid, I think the placenta had been 
attached to the uterine surface of the tumour. 

In October of the same year (1881), I again attended Mrs L., 
-when she had very severe and sudden ante-partum haemorrhage, so 
that she was quite blanched with the loss of blood. There was 
again placenta praevia, but as the child was only between the fifth 
and sixth months, I delivered her very easily by turning. From 
her previous confinement she had made an excellent recovery, but 
from this occurring so soon after (only about 8 months), and from 
the great loss of blood, she recovered very slowly and was anaemic, 
and suffered from monorrhagia for some weeks, in fact, until she 
became pregnant. 

However, about thirteen months after, e.g., in October 1882, I 
attended her for the third time and her tenth confinement. Knowing 
I should require to turn, I sent for Dr Napier, who kindly assisted me. 
As I have previously said, the edge of the placenta was presenting, 
the head was not coming well down, and the pains were weak. I 
decided on turning, and the patient being put under chloroform, 
this was commenced. The abdominal walls and walls of the uterus 
were found to be excessively thin, so much so that it was quite easy 
to take hold of an arm or a leg, and to feel distinctly the fingers and 
toes through the abdominal walls. She was soon delivered, the 
child being dead ; there was very little post-partum haemorrhage, 
but the uterus did not contract well. The fibroid tumour was there 
confirming our previous diagnosis, and seemed about the sife of an 
orange. So far as one could judge, the placenta was, 1 think, attached 
in this position again, e.g., over the position of the fibroid. 

She recovered from the chloroform quite well, and had no sick- 
ness, and her pulse being about 70. But she complained of a severe 
pain on the left side of the abdomen, between the iliac and hypo- 
gastric regions. This pain she had complained of during labour and 
betore the turning took place. When left at 5 A.M., her pulse 
and temp, were about normal. She was seen again about 12 A.M., 
when the pain was very severe ; temp. 101°, pulse 145. Half grain 
doses of opium were given every three liours, and a large poultice 
applied over the belly^ When seen at 7 p.m., the pulse was down to 
100, and temp, about &9°'5, and the pain was not nearly so bad. The 
lochial discharge was at first coming away quite freely, but stopped 
early the next morning. In the night they came to tell me how 
she was ; and the pain being worse, 1 grain doses of opium Were 
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ordered every three hours, and -another large poultice with mustard < 
to be applied. The opium always relieved the pain. ' 

Next day I saw her about 10.30 a,m., when, except for the pain, j 
she said she was feeling very well, but there was evident peritonitis, 
the abdomen being much distended and painful. Turpentine stupes I 
were applied, and the opium continued with. Feeling almost cer- 
tain my patient would die very soon, I asked Dr Napier to go with 
me and see her about 2 p.m., but, unfortunately, when we reached 
the house, two miles away, she had just died. 

I could not obtain a post-mortem examination so as to certify the 
natural cause of death. But I think one or two remarks may be 
justifiable on the case : — 1st, Placenta prsevia occurring three times 
in succession, in conjunction with the fibroid tumour, seem to point 
to the presence of the fibroid being the chief cause of the placental 
detachment, especially as the placenta seemed to be attached over i 
the surface of the fibroid. 

2nd, The excessively thin uterine and abdominal walls, almost 
like paper, and subsequent peritonitis to delivery, point, I think, 
to some tear having taken place in the uterine walls, and probably i 
draining of lochial discharge into the abdominal cavity, setting up 
thus the peritonitis. 

3rd, It is questionable whether the pain complained of in the side 
previous to delivery did not point to some tear in the uterine walls 
even then, t.e., previous to delivery, for the position of the pain | 
remained the same, though it was greatly intensified. 

Dr Leith Napier said that he had seen the case repeatedly with 
Dr Millard, and quite concurred in his views as to its nature. It 
was obviously one in which nothing could have been done which 
could have saved the patient's life. 

V. REPORT OF THE ROYAL MATERNITY AND SIMPSON 
MEMORIAL HOSPITAL, For the Quarter ending 31st 
January 1883. 

By Francis Nicol Haultain, M.R 

63 women were delivered in the Hospital. Of these 33 were 
primiparae, 30 multiparae. Average age of primiparse was 22*6 
(oldest 38, youngest 16) ; of multiparae 25 (oldest 34, youngest 19). 
62 children were born — 32 males, 30 females. The primiparae 
gave birth to 14 males, 18 females ; the multiparae gave birth to 
18 males, 12 females. There was one abortion at 4th month. 
Duration of labour in primiparse : — 1st stage, 17 hours ; 2nd stage, 
1 hour 50 minutes ; third stage, 11 J minutes; longest being — 1st 
stage, 39 hours; 2nd stage, 6 hours; 3rd stage, 20 minutes: 
shortest being — 1st stage, 4 J hours; second stage, J hour; 3rd 
-Stage, m7. Duration of labour in multiparae : — 1st stage, 9 hours 



QUARTERLY REPORT OF THE ROYAL MATERNITY HOSPITAL.' 189 

16 minutes ; 2nd stage, 1 hour 25 minutes ; 3rd stage, 10 minutes : 
longest being — 24 hours, first stage ; 2nd stage, 4 hours ; 3rd stage, 
20 minutes: shortest being — 1st stage, 1 hour; 2nd stage, ^ 
minute ; 3rd stage, 1 minute. Average duration of all labours, 14 
hours 46J minutes. Of the presentation and position, 56 were 
vertex, arranged thus: — L.O.A., 43 = 69*9 percent.; E.O.P., 
8— 111 per cent. ; RO.A. 5 = 7*9 per cent.; L.O.P., 0. There 
were 5 preternatural, as follows : — 3 breech cases ; L.S.A., 1, or 
1*6 per cent. ; E.S.P., 2 = 3*1 per cent. ; L.M.A., 1 = 1*6 per cent. 
Face 1. There was 1 left cephalo-iliac in a flat pelvis. In 1 case 
birth happened before patient was examined. 

Instrumental Labours. — Forceps were applied in 7 cases. 

Low Forceps Cases, — Once for uterine inertia, once for rigid 
perineum, and once for rigid os and E.O.P. (all primiparse) ; once, 
persistent face to pubes, once large head strongly ossified (all 
multiparae). 

High Forcejps Casts. — Once for flat pelvis in primipara. 

Mortality. — Maternal, ; foetal, 9, still-born, of which 8 were 
putrid, the other at 8th month ; infantile, 1, died of mal- 
nutrition. 

Pueiyerium^ of 55 women, in 50 women uncomplicated ; in 2 
women slight but inconsiderable increase of pulse and temperature ; 
in 1 woman puerperal melancholia. There were two cases of 
parametritis. One patient from preceding quarter suffered from 
a double phlegmasia alba dolens. Average duration of puerperium, 
13 days. Uterine deviation on dismissal in ho cases — right, 33 
cases ; left, seven cases ; central, 15 cases. 

Weight of children. — Primiparse — female, 6 lbs. 6 oz. ; heaviest 
8 lbs. 6 oz.: male, 7 lbs. 11 oz. ; heaviest, 8 lbs. 6 oz. Multiparae 
— female, 7 lbs. 2 oz. ; heaviest, 9 lbs. 12 oz : male, 7 lbs. 1 oz..; 
heaviest, 10 lbs. 2 oz. N.B. — The 10 lbs. 2 oz. foetus was a pro- 
longed gestation of one month. 

Average length of cord, — Males, 22 in. ; females, 23 in. : total 
average length of cord, 22f in. : , longest, 38 in. ; shortest, 
12 in. 

The following cases call for special description : — 

1st Case. — Case of flat pelvis treated with axis-traction for- 
<5eps. — Mrs B., aged 25, iii-para; first child premature at 6th 
month, 2nd still-bom. On being called to the case, the os was 
found to have been fully dilated for two hours, the membranes 
ruptured, and the head movable at the brim (position left cephalo 
iliac), the conjugate at the brim being 2>\ inches ; the transverse 
also being somewhat lessened ; belly very pendulous. Dr Milne 
Murray's modification of Prof. Simpson's axis-traction forceps were 
applied to the head, and after some difficulty the head was pulled 
into the cavity of the pelvis, and then another pain sufficed for its 
delivery. After the birth of the body a severe haemorrhage 
occurred, but Crede's method of expressing the placenta being em- 
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ployed, this ceased. Patient made an uninterrupted recoveiy, no 
tear of the cervix or perineum having occurred. The child was a 
female, of large size, and alive. Patient was a multipara. 

2nd Case, also a case of flat pelvis treated with axis-traction 
forceps. — Mrs F., aged 19, primipara, was admitted into the 
Hospital on the 23rd August about 4 A.M., having been in labour, 
according to her own statement, since 9 the previous morning. 
Upon examination, the liead was found high up, and quite movable 
at the brim, the os being about the size of a florin ; membranes 
bulging in a state of constant tension. Pains were strong and 
good. From the position of the head, some abnormality was 
thought to exist, and external measurements of the pelvis taken, 
viz. : — External conjugate, 7 in. ; interspinous, 10 in. ; inter- 
cristal, 1 1 in. ; which result caused us to believe that we had a 
flat pelvis, not increased in the transverse diameter. The os 
dilating very slowly, and at 7 P.M. it being only the size of a 
crown-piece, it was deemed advisable to consult Dr Croom. who 
oi*dered artificial dilatation. This was accordingly done by the 
digital method, Barnes' bags being difficult of introduction, owing 
to the constant tensity of the membranes. By 9 p.m. os was fully 
dilated, and Dr Croom was then sent for. On his arrival, by in- 
ternal examination, a flat pelvis was found, the head lying in the 
left cephalo iliac position, the true conjugate diameter measuring 
3^ inches. Axis-traction forceps were applied with little or no 
difficulty, and with one good pull the head at once passed through 
the brim ; in a few minutes the head was born, the shoulders 
having to be expressed. The placenta followed ten minutes after, 
no haemorrhage or other complications arising. Puerperium was 
quite normal. On examination before leaving hospital the cervix 
was found to be slightly torn on left side only, vagina and 
perineum quite nonnal. The child weighed 7 lbs. 12 oz. ; 
a male. 

Extern Cases, — Those were 160, as follows: Vertex, 146; 
breech, 3 ; abortions, 6 ; twins, 5 (2 premature) ; brow, 1. 

Instrumental Labours. — Those were 10, as follows : — 

High Forceps, 3 — 1 accidental haemorrhage, 1 flat pelvis, 1 justo- 
minor pelvis. 

Low Forceps, 7 — 1 rigid perineum, 1 uterine inertia in delicate 
woman, 4 persistent RO.P, 1 prolapse of soft parts from pre- 
vious procidentia uteri. 

Mortality, — Maternal, nil; foetal 12 (of which 4 were putrid) ; 
one case of gravid retroversion at 2J months, in which, owing to 
the manipulation in replacing, abortion was brought on. 
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Meeting X. — July 16, 1884 
Dr Angus Macdonald, Vice-President, in the Chair. 

I. Br Macdonald sliowed a modification of the Taknier Axis- 
traction FORCKPS. The specialty in the modification consisted 
in the fact that the rods were removable, so that tlie instru- 
ment could be used either with or without them. They were 
shorter than the rods of Professor Simpson's pattern, and for that 
reason less in the way during introduction of the blades, and entirely 
out of the way when locking. The Tarnier bolt had been retained 
for attaching the traction handle after application. He had found 
the instrument to act well in several recent cases of special difficulty. 

II. Dr Skene Keith showed (1) A uterus with fibroid, weigh- 
ing 19^ lbs., from a patient aged 28. (2.) A dkrmoid tumour, 
30 lbs. in weight, containing portions of hair, etc. 

III. Discussion on Dr Leith Napier's paper on albuminuria 
and reflex paralysis. 

Ih* Angus Macdonald, in opening the discussion, said — A single 
point in relation to the causation and treatment of puerperal con- 
vulsions and its ally albuminuria of pregnancy, is of so great 
importance, and is so difficult to deal with, that it would justify 
a special contribution to itself. Dr Napier, in the course of his 
able paper, has introduced so many considerations that I dare not 
trust myself to speak offhand upon the subject, and consequently 
have reduced my observations to writing. It has so happened in 
the course of practice, both personal and consultative, I have met 
with more than my share of these complications, and I conse- 
quently am much interested in the various questions that revolve 
around the subject. It is extremely deservdng of approbation to 
find men placed in the position of Dr Napier, with so much to 
discourage and render accurate clinical work difficult, with also so 
heavy claims upon their time and strength, setting such a good 
example to the profession, and by dint of hard work and hard 
reading helping forward this good cause. The cases recorded are 
interesting in the extreme. I agree with him, however, that it is 
very imfortunate that a post-mortem examination of the fatal caSe 
was not obtained. I do not think we are likely to make much 
progress in the accuracy of our ideas regarding the exact patholoti:y 
of eclampsia until we have collated a large number of cases, in 
which both kidneys and brain have been subjected to careful 
microscopic investigation. It is extremely difficult to carry out 
this work. One form of this difficulty I once met in a peculiar 
way. I paid the husband £3, 3s. in the shape of funeral expenses 
to be allowed to open the brain of his wife's body. But when 
that wis opened it was found that a huge apoplexy had occurred 
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before death, thus Tendering all attempts at an exact idea of the 
brain changes impossible I think Dr Xapier is perfectly right in 
drawing attention to the &ict that daring pr^nancy it is common 
enough to have a perceptible amount of albaminuria without any 
harm coming of it In these cases, however, no tube casts are 
present, and the albumen is not unfrequently due to catarrh of the 
bladder, ureters, or pelvis of kidney. 1 met some years a«^o with a 
case of this kind, in wliich the catarrh was, I believed, vesical in origin. 
The lady did well at her confinement, but gave a great deal of 
anxiety to her medical advisers. The first of the two cases recorded 
in his paper by Dr Napier is interesting in many points. It is especi- 
ally valuable as evidence of the fact which I have again and again 
observed myself, and which has most important practical bearings, 
viz., that we may have the most pronounced albuminuria at 
delivery without convulsions supervening. It is also extremely 
interesting from the pathological doctrine ingeniously enunciated 
in connexion with it, that the paralytic and akinetic symptoms 
found connected with it were probably of the nature of reflex 
paralysis. Into this matter I will not enter, as I have no personal 
experience to record. But as I have also seen puerperal aphasia, 
unaccompanied with albuminuria, but accompanied with cardiac 
disease, I might perhaps be allowed to suggest a doubt as to 
whether these rather persistent pamlytic symptoms may not have 
had some organic cause, such as minute cerebral apoplexies or 
some thromboses or embolisms in the nervous centres. It is to be 
remembered that Dr Mahomed has pointed out that in cases of 
Bright's disease sand grain apoplexies are occasionally found in 
the brain after death. But while taking leave to say this much, I 
wish to give the author great credit for pointing out this possible 
alternation of result in albuminuria. It is also to be noticed that 
in this patient's case the albumen, so far as the record goes, does 
not appear to have ever disappeared completely, so that it is not 
unlikely that it was a case of chronic Bright's disease. I have 
one other criticism to make in regard to this case, and that is that 
the evidence on which the presence of excess of carbonate of am- 
monia is supported seems a little weak. In the first place, excess 
of ammonia in the urine would rather tend to show that there was 
defect of that salt in tlie blood. Thus, for instance, in Spiegelberg's 
observations, when urea was in great excess in the blood it was in 
defect in the urine. In the second place, if Dr Napier means that 
effervescence with nitric acid proves the presence of carbonate of 
ammonia in urine, I think he is deducing too much from his facts. 
The eflervescence proves the presence of carbonic acid, but proves 
nothing of the base with which it was combined. Possibly, how- 
ever, Dr Napier satisfied himself by using hydrochloric acid, or 
otherwise that ammonia also was given off. He will, however, I 
hope, pardon me for drawing attention to the point The second 
detailed case presents most of the features which accompany ^ 
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severe example of albuminuria with eclampsia. I think it is 
hardly likely, however, that much harm resulted from delivery with 
the bladder full. I am not so sure, considering the high tempera- 
ture, that septicaemia had so little to do with the lethal result as Dr 
Napier seems to believe. The most difficult, as the most imper- 
fectly established part of this subject, is of course the pathology. 
That renal disease is usually associated with puerperal eclampsia 
is now not disputed. That the pregnant condition predisposes to 
organic change in the kidneys, and is very commonly associated 
with a degree of parenchymatous nephritis is also universally ac- 
cepted. What is the special manner in which the reproductive 
changes at work in the uterus operate on the kidneys it is impos- 
sible in the present state of our knowledge to explain. It would 
almost appear as if during pregnancy there existed an unstable 
condition of the epithelial tissues of the large glands taken col- 
lectively. In that way we have developed the tendency to acute 
yellow atrophy of the liver and to nephritis. That a certain 
proportion of eclampsia cases arise in which there is no renal 
disease and no albuminuria must, I think, be also granted, though 
I have never met with an absolutely perfect specimen. I have 
recorded one case in which the albumen was slight and transient. 
I have seen twice in the course of a severe labour a degree 
of albuminuria acutely developed, which passed away immedi- 
ately on the delivery, but which, in the one case, was accom- 
panied with one well-marked eclampsic seizure, and in the other 
presented unmistakable threatenings of such seizures, which were 
restrained by chloral and chloroform. In neither of these cases 
Bould there have been organic kidney change. I am much obliged 
for the credit that Dr Napier does my humble efforts to reduce 
the causation of puerperal eclampsia to some kind of order. I 
have not seen any reason as yet to change that theory, which 
appears to me to embrace a larger number of the observed facts 
than any other yet offered. I regret that circumstances have not 
enabled me as yet to follow out the inquiry further. The truth is, 
with the exception of the patient already referred to as having 
iied with apoplectic symptoms, I have not met with a 
fatal case since those recorded by Professor Hamilton and 
myseK. It will be remembered that I was led to believe 
that the essential pathology of the disease was traceable to 
irritation of the vaso-motor centres in the medulla oblongata. 
This irritation, whether originating in the effects of im- 
pure blood circulating in the vaso-motor centres, or reflexly 
from impure blood circulating throughout the tissues, I was in- 
clined to hold, caused general contraction of the arteries. In the 
brain this led to extreme anaemia of the central parts, and en- 
gorgement of the peripheral portions. This central ana3mia I 
regarded as the cause of the fits, the peripheral venous engorge- 
ment, which was of the nature of a compensating arrangement, 

2b 
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being the source of the pain and coma. I was then, and I am still, 
inclined to believe that the commonest source of this irritation is 
of the nature of an accumulation in the blood of the excretoij 
elements, which the kidneys, if healthy, remove. Hence the con- 
nexion of eclampsia with kidney disease. But any powerful peri- 
pheral irritation, such as an extremely irritable lower uterine 
segment, might, in consequence of the special nervous arrangements 
and susceptibilities of pregnancy, give rise to the same irritation 
of the vaso-motor centres. On this theory I explain those cases 
of puerperal albuminuria observed at times in which there is no 
renal disease. On the same theory I would explain those cases, 
such as the two I have briefly referred to, in which the albumen 
is trifling and transitory. Only it would almost appear that the 
uterus possessed a special power of sympathy with the kidney, 
whereby intense irritation of the former was liable to lead to dis- 
turbed function of the latter organ. I agree most thoroughly with 
the remarks of Dr Napier to the effect that neither the purely 
toxemic theories, such as the ursemic or carbonate of ammonia 
theories, nor the purely mechanical, such as the Traube-Rosen- 
stein, can be maintained. The beneficial effects of slight blood- 
letting upset the former entirely, whilst the latter theories can 
give no explanation of those cases that occur independently of dropsy 
and renal disease. As to treatment in cases of pronounced albu- 
minuria during pregnancy, a very large experience has made me 
extremely conservative. It does not follow that a case of albu- 
minuria will culminate in an attack of eclampsia. Neither does 
it follow that, provided the deUvery is over, the eclampsia will 
cease. After-pains, and other slight causes, may set the fits 
a-going, or keep them going. Moreover, it does not follow that 
when one fit occurs in a pregnancy another will follow it. I have 
repeatedly seen albuminuria and convulsions a month before 
delivery followed by deUvery at term without convulsions, the 
albumen having with proper treatment meanwhile become less, or 
entirely disappeared from the urine. Accordingly, in practice I 
never recommend the induction of premature labour in a case of 
simple albuminuria, however severe, during pregnancy. I put the 
patient on skim milk and eggs, keeping away the nitrogenous sub- 
stances that are known to stimulate the kidneys, and give mild 
alkaline diuretics. If a convulsion comes on, then I recommend 
to try chloral, and wait. I am one of those who beUeve in the 
good effects of chloral as an efl&cient vascular sedative in such 
cases. Only if after these measures fail to subdue the convul- 
sions, or when under their use the other nervous symptoms, such 
as headache and delirium, become too intense, do I induce labour. 
There is no doubt that the albumen, as a rule, rapidly disappears 
after delivery, whatever is the reason that enables the pregnant 
uterus to keep up in the kidney a condition that favours the 
appearance of albumen in the urine. I have fully tested the 
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effects of chloroform in such cases. It is undoubtedly valuable. 
But cases will occur where the congestion during the fit is so 
preat that one has not the courage to continue to administer 
"t. I would place chloroform second to chloral, next to which I 
vould rank blood-letting. After that comes bromide of potassium. 
I have never been able to notice any very tangible beneficial 
^fifects on eclampsia traceable to bromide of potassium, though I 
lave frequently seen it tried. Pilocarpine I have never used. But 
iigitalis as an external application over the kidneys I never 
aeglect Neither do I think dry cupping the loins ought to be 
Dmitted. In case labour is present and the convtilsions are also 
present, I think the delivery should be advanced by all prudent 
cneasures. But even then care ought to be taken of the measures 
adopted. I have known of fatal results that the exercise of 
Bxtreme charity could not disassociate from the measures adopted 
bo hurry delivery through over-anxiety on the part of the prac- 
titioner. In this, as in all proceedings in midwifery, experience 
Inculcates the value of intelligent patience. It used to be adopted 
as an axiom with us that opiates of all kinds were to be avoided 
in cases of eclampsia. I consider the grounds for this axiom are 
insufficient. The principal reason was evidently the idea that 
co-ordinate with the fits we had cerebral congestion. But this 
is by no means proved. Indeed, I am inclined from experience 
to believe that the reverse is proved so far as regards the cen- 
tral nervous ganglia. As a matter of practical experience, it is to 
be noted that on the Continent it is quite common to narcotise 
such patients deeply by subcutaneous injections of morphia. I 
also have come across a case of severe convulsions following 
scarlet fever which were at once arrested by a full dose of lau- 
danum, which was administered unwillingly by the medical 
practitioner in charge, when he found himself face to face with 
the most serious and alarming convulsions whilst he was miles 
away from any other medicament. But the treatment of the 
affection is very uncertain. The most hopeless cases recover. I 
have recorded one case myself which was repeatedly left by Dr 
Play fair and myself as in articulo mortis. Again, sudden death 
after a single convulsion is not unknown. A single convulsion 
followed by no other is, again, not uncommon where no treat- 
nient more active than appropriate diet and diuretic medicines 
is adopted. It is a delicate matter to criticise treatment, but I 
hope Dr Napier will not take offence if I suggest that I hardly 
agree with him in recommending so freely the use of acid salte 
of iron, and of beef and chicken teas. I labour under the con- 
viction that these preparations and foods are rather inclined to 
over-stimulate the kidney while it is acutely ioflamed. I propose 
white of egg, milk, and mild alkaline diuretics, reserving the 
iron preparations till a later stage of the disorder, when the albu- 
men is disappearing. But this is not a great matter, and is 
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largely a question of opinion. In conclusion, I beg on my own 
part, and I feel assured I may also say that of the Society, to 
thank Dr Xapier for his paper, congratulate him upon the ability 
it evinces, and the obligation he has placed us all under to him 
in drawing the attention of the Society to this all-important sub- 
ject 

I>r Underhill said, that after the able contribution to the dis- 
cussion just read, he had little else to say. Every year the opinion 
grew that kidney disease had less to do with the condition than 
was formerly supposed, and it seemed more likely that some brain 
poison was really the cause of the symptoms. Then we often see 
albumen in the urine without convulsions, and he had had a case 
in which there was sudden suppression of urine and death without 
any convulsion whatever. He mentioned one case in which a 
patient suffered from marked albuminuria, and in whom Di 
Matthews Duncan had induced abortion at the third month. In a 
subsequent pregnancy he (Dr Underhill) saw the patient when she 
was again suffering from profuse albuminuria. At the third month 
the foetus died, and was expelled six weeks afterwards. But as 
soon as the death of the foetus occurred, the albumen gradually I 
diminished in amount, and ultimately disappeared. In post- 
mortem examinations it is usual to find the kidneys but little if ati 
all affected ; and, moreover, all the treatment of modern times ' 
tends towards the administration of sedatives, such as opium, which 
in cases of disease of the kidney is so distinctly contra-indicated , 
Thus, in the later stages, Fordyce Barker always employs morphia. 
He thought that Dr Napier ^vas venturing on dangerous ground 
when he described the case recorded as one of reflex paralysis. 
He thought that either a miliary aneurism or an embolus was a 
possibility, and might have accounted for the conditions described. 
In regard to treatment, he had not found so much benefit from the 
use of chloral as Dr Macdonald described and claimed for it ; but 
in chloroform we had a most efl&cient means of control ; while, 
in certain cases, bleeding was of the utmost value. 

Dr Gordon's experience did not enable him to say much on this 
subject. The treatment he thought very uncertain. In one case 
occurring after scarlet fever he had bled freely, and the fits had 
not returned. He also considered that bleeding was of the greatest 
service in puerperal cases, though in some cases it no doubt failed 
to give relief. 

Surgeon-Major Arnott could only speak with reference to practice 
in India. Severe cases of eclampsia are common there. On the 
whole, the disease is probably more common there than it is here, 
and he had observed its greater frequency in the hot weather. Prob- , 
ably this was due to the more mobile nervous temperament of the , 
women there. Native women, especially Parsees, are very liable to 
attacks of hysteria, and he had seen convulsions in Parsee women 
when there was no evidence of renal disease, and when it seemed 
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due to a mere irritation of the nervous system. He agreed with 
Dr Macdonald as to treatment, and certainly would not think of 
inducing labour for albuminuria alone. He mentioned the case of a 
Mohammedan woman of high caste. She was the subject of osteo- 
malacia, was extremely dropsical, and the urine albuminous. The 
pelvis was greatly contracted. Craniotomy was performed at full 
time, and she recovered from the operation. There was no necessity 
in the case for interference during pregnancy on account of the 
dropsy and albuminuria, and during an exceedingly serious opera- 
tion there was no eclampsia or threatening of it. The difficult 
matter was the treatment during an attack. He mentioned two 
cases occurring in his hospital practice among native women. 
In the first case the fits came on immediately after delivery of the 
placenta. In the second they began during the early part of the 
first stage of labour. In both cases chloral and chloroform gave 
but temporary relief, the fits recurring with the same violence. 
The temperature and pulse were much increased in both cases. 
The administration of potassium bromide, diuretics, and quinine 
was pressed, and recovery was complete in the second case, but 
the first succumbed to septicaemia after the fits had entirely dis- 
appeared. His experience has led him to doubt the efficacy of 
chloral and chloroform as curative agents. The cases in which 
they seemed to give permanent relief were those in which there was 
a mobile nervous temperament. In all severe cases which he had 
seen he had found the temperature 103°-106° F., and he was in some 
doubt as to whether this might not be due to the condition of 
the Indian climate, viz., malaria, and to the fact that most patients 
in Indian hospitals have had malarial fever. He invariably employed 
quinine to meet this complication, and he was convinced of its 
value. He meant to try the effect of wet packing on his return 
to India, as he thought it would certainly be useful in renal cases. 
He felt much indebted both to Dr Napier and Dr Macdonald 
for their valuable communications. 

Dr Gibson, Portobello, had recently the case of a primipara (set. 18), 
who had a series of convulsions at the beginning of labour. Chloro- 
form was found ineffectual. One-third of a grain of morphia was 
administered, and they did not return for six hours. One occurred 
after delivery, but after the same dose of morphia was again 
given, there was no further recurrence. The albumen which had 
been a half at the beginning of the labour disappeared in two 
days. 

Dr Playfair had had no cases of convulsion since the one seen 
along with Dr Macdonald. He had a patient in whom there was 
much albumen in the urine, but no convulsion followed. 

Dr Webster had a patient at the 7th month of pregnancy, in 
whom albuminuria occurred accompanied by convulsions. Twenty 
grains of chloral every four hours were given, with the result that 
the convulsions passed entirely off, and the albumen gradually dis- 
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appeared under a regulated diet Deli very occurred at term — ^the 
child living. 

Dr Rattray recalled one case in which a fit appeared at com- 
mencement of labour. Chloral was given, and venesection em- 
ployed with the result that relief followed at once, and the con- 
vulsion did not recur. In a second case the fits came on in the 
first stage without any apparent cause. Chloral and bromide of 
potash were employed without benefit, and until she had been 
bled three times. He had a case at present under treatment. She 
was delivered by Dr Macdonald last Tuesday, and did well until 
Friday, when she was found to be somewhat feverish. This passed 
off, and on Sunday she seemed fairly well, but I was hurriedly 
sent for on Sunday evening to find her in an epileptiform fit She 
was then, in the absence of Dr Macdonald, seen by Dr Groom. All 
attempts to arouse her were futile ; she was entirely irresponsive to 
ordinary stimulo. Half a drop of croton oil was given her, and she 
thereafter slowly recovered from the fit There is still marked 
fever, 104**, but there is only a mere trace of albumen. Quinine 
and hydrobromic acid are given every three hours, and, in addition, 
she is having acetate of potash and (Ugitalis. Urine is satisfactory 
in amount and otherwise. There is no distension of abdomen ; there 
is some delirium, and slight vomiting. 

In reply, Dr Leith Napier said he had to congratulate himseK 
on the manner in which the Society had received his contribution, 
and on the additional important points noticed in the discussion. 
Eeferring to the cases, he considered Case I. the more interesting, 
on account of its rarity. He could not accept the partial sug- 
gestions of Dr Angus Macdonald and Dr Underbill, that the patho- 
logy might best be explained from an embolic origin. The varying 
degrees of paresis, the irregularity of its manifestations, the normal 
condition of the optic discs (except transient pallor), as revealed 
by repeated careful ophthalmoscopic examinations, the purely 
functional haemic cardiac murmur, and the absence of grave renal 
disease, all negatived the theory. In Case II., Dr Macdonald seemed 
to doubt the condition of cellulitis on account of high temperature ; 
yet he (Dr N.) would point out that this one symptom could not 
be regarded as establishing septicaemia ; and further, that in cellu- 
litis we not infrequently had absorption and septicaemia as an 
eventual complication, so that probably both conditions existed 
latterly. The Society was indebted to Dr Arnott for his inte- 
resting remarks on eclampsia as met with in the East; there seemed 
to be a different manifestation of the disease in India, as evinced by 
such heat records as 103°, etc., in pure eclampsia. Begarding treat- 
ment, Dr Napier was pleased to have the opium treatment endorsed 
by Dr Macdonald's high authority, by Dr Gibson, and others. The 
theoretical objections to chloral on account of its tendency to pro- 
duce renal congestion were probably practical in certain instances, 
hence the growing distrust in its universal exhibition. The con- 
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dition of the blood demands salts of iron and mineral acids in 
many cases of albuminuria — ^the best authorities might be cited 
in support of this ; in the same way meat soups, during conva- 
lescence, were of service, despite the objection that the urea in the 
system might be increased ; with acute nephritis no person would 
be likely to use other than a bland milk diet. Wet packing during 
the fits might be employed at times, but, generally speaking, the 
difficulty in successfully carrying out the details must limit its use. 
He thought pilocarpine hypodermically administered might be more 
frequently tried ; he had seen great good in certain head affections 
from it. He was sorry fuschin had not been discussed more fully 
by the Fellows, and trusted that in the future all would give it a 
fair trial in puerperal albuminuria,. 

IV. EXTREME CYSTIC DILATATION OF THE FALLOPIAN 
TUBES; ABDOMINAL SECTION; RECOVERY. 

By J. Milne Chapman. 

The patient, to whose case I am about to refer, is 30 years of 
age, is single, and has never menstruated. At the age of 7 she 
had quartan ague, which lasted over two years, and yielded on her 
changing her place of abode. At 14 she had typhus fever, and 
was ill 5 months. Always as a child she was breathless on slight 
exertion, and never enjoyed, even averagely, good health. At the 
age of 20 she had an attack of pericarditis, and subsequently 
remained very anaemic. 

At about 22 she first experienced pain in the lower part of the 
abdomen and groins. This got gradually worse, but did not 
interfere with her occupation as a seamstress till she was aged 24. 
Since that time the pain has so aggravated as to prevent all 
attempts at work. About this time swelling of the abdomen 
occurred. She consulted a medical man, who recognised the 
existence of "two large fluctuating tumours at the sides of the 
womb." General treatment for her anaemic condition was ordered. 
From this time onwards she had occasional attacks of sickness. 
Six months later, i.e., five years ago, the right side tumour was 
tapped per vaginam, and 15 ounces of fluid removed. After the 
tapping she had a severe feverish attack, which prevented any 
further interference being attempted. When she recovered from 
this, seven weeks later, her condition was such that further tapping 
was deemed inadvisable. For six months after this she was 
treated constitutionally, but at the end of that time she was 
advised, considering her general feeble state of health, that no 
local treatment would be attempted. Three and a half years ago 
I first saw her when she consulted Dr Angus Macdonald at the 
Infirmary. , She then told us that since the tapping the pain had 
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become much worse, and from her description of it, and of her 
feverish illness, it would appear that^sabseiiuent to the tapping a 
condition of pelvic peritonitis had been set up, especially on the 
ri^'ht side. On examination, a cystic tumour about the size of a 
man s iist was found, occupying the pelvis to the left and in 
front of the uterus. In the end of February 1881 this was tapped 
per vaginam, and 18 ounces of blood-stained serum drawn off, 
after which physical examination revealed an almost normal 
relationship of the parts except the presence of some stringy 
adhesions around the uterus. The patient experienced some 
relief, but on 29th April a fresh tapping became necessary, on 
account of reaccumulation of the fluid and a return of symptoms. 
On this occasion 5 ounces of yellow, albuminous, neutral fluid 
of a si)ecific gravity of 1030 was removed. This again, however, 
only gave temporary relief, but the patient did not come under 
observation until the foUowiug September, when I again tapped. 
This tapping was followed by most violent reaction, the patient's 
temperature rising to lO^"" and 105"*, and this condition lasted 
almost uninterruptedly for two years. During this time her 
temperature averaged 102** or 103**, occasionally was 105** and 106^ 
and on a few occasions it fell to normal, and remained so for three 
or four days. On more than one of these occasions the patient 
expressed her conviction that something had given way internally, 
and once I was able to verify this by finding on examination that 
the cyst had collapsed. I have little doubt, therefore, that during 
these two years repeated ruptures into the abdominal cavity 
occurred, and repeated attacks of pelvic peritonitis. The high 
temperature I believe to have been due to tension in the cysts, 
and in this opinion I am confirmed by the fact that no other 
cause could be discovered, though such was searched for re- 
peatedly and carefully, both by myself and by others. 

The patient's condition in the end of September 1883 was as 
follows : — She was completely confined to bed, and suffered from 
constant pelvic pain, which necessitated the habitual employment 
of narcotics. The temperature ranged between 101° and 105°; 
the pulse averaged 110, and there was a loud systolic murmur 
audible in all the cardiac areas, most markedly in the pulmonary. 
There were constant attacks of vomiting, and the condition was 
one of general prostration. The abdomen was tense, swollen, and 
tympanitic on percussion. On vaginal examination the uterus 
was found partially retroverted and pushed downwards and to 
the right side by a tense elastic tumour, which completely filled 
the true pelvis. This tumour came lowest down on the left side, 
and its upper limit could only be indefinitely felt about the level 
of the pelvic brim, owing to the presence of great abdominal 
distension. It was impossible to move either uterus or tumour. 
The patient urgently pressed for operation when the chance of its 
performance was offered her. I was influenced in suggesting 
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interference from a perusal of Mr Lawson Tait*s recent writings 
on Hydro-Salpynx, and of the record of his marvellous success 
in the performance of the operation which so justly bears his name. 
I resolved, therefore, to make an exploratory abdominal incision, 
vrithout, however, being much encouraged either by my own hopes 
or by the advice of my professional friends. The prospects of the 
operation were fully explained to the patient, and she unhesitatingly 
demanded its performance, saying that she would prefer even a 
certain death to a continuance of her then condition. 

Accordingly, on 13th October 1883, assisted by Dr James 
Bennet, I proceeded to operate. The patient's temperature at 
that time was 101 J°; two nights previously it had been 105^ 
Dr Playfair kindly undertook the arduous duty of administering 
chloroform. No spray was used, but hands, instruments, and 
sponges were moistened in a 1 to 50 carbolic acid solution. 

On opening the abdomen the omentum was found adherent to the 
parietal peritoneum, and also, along with coils of small intestine, 
to a cystic mass which was firmly wedged into and filled the brim 
of the true pelvis. On freeing the adhesions to this surface, the 
mass was found to consist of two lateral cysts completely adherent 
together and to the walls of the pelvis all round. The left side 
was first dealt with — small Chinese silk or catgut being used, 
according to the size of the bands. The Kgatures were passed by 
means of an aneurism needle, which was forced through the 
adhesions — these being almost universal. The connexions between 
the tumour and bladder and front wall of the pelvis were first 
secured and divided; then those between the back and the 
rectum. There still remained a strong band of connexion between 
the side of the tumour and the side wall of the pelvis running 
down by the edge of the rectum, close to the ilio-sacral synchon- 
drosis, and across the floor of the pelvis to the side wall of the 
uterus, at about the junction of the body and cervix. This I took 
to be the outer edge of the broad hgament. It was secured in 
several pieces, and on reaching the wall of the uterus the connexion 
between the tumour and the uterus was similarly dealt with, until 
a firm pedicle, of about the thickness of the little finger, passing to 
the upper angle of the uterus was isolated. This was transfixed 
and tied in the Staffordshire knot with stout silk. The tumour on 
the other side was similarly attached, and presented no less diffi- 
culty in its secural. The two tumours were then removed. 

There was considerable haemorrhage from the cut surfaces on 
the left side. Some bleeding points were secured in ligatures, and 
I then used, to check oozing, a method which I should not be 
inclined to repeat-— consisting in swabbing over of the surface 
with a piece of lint steeped in styptic colloid. A glass drainage tube 
was inserted into Douglas's pouch, and the abdominal wound closed. 
A brandy enema was administered, and the patient put to bed. 

The operation lasted two hours and fifteen minutes, most of 

2c 
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vhich time was consumed in dealing with the tumours^ as the 
o[«^nin^' an>i cl«^in-j of the abdomen only took about twenty minutes. 
The |iatient rallied rather slowly. During the next six hours 
aU*ut an ounce and a half of blood escaped through the tube ; in 
the n*'Xt twenty-four hours about an ounce of bloody serum ; there- 
afu*r then; was only sii;rlit staining of the dressing, and the tube 
was removed on the third day. For the first three days the 
temperature was irr^olar, as it had been before the opera- 
tion. It then remained normal for three days, when it again 
rose coincident with the development of an inflammatory swelling 
in the region of the bed of the left tumour. This ultimately 
suppurated, and the pus found its way both through the lower 
angle of the wound and the wall of the bladder. Through the 
bladiler there were discharged some of the silk ligatures. lu a 
month the abdominal wound entirely closed. Convalescence was 
further delayed by the development, three months later, of a similar 
mass on the right side, which, however, has become gradually 
absorbed. 

The patient is now freely moving about, has a normal tempera- 
ture, and is quite relieved of the suffering which has rendered her 
life miserable for the last six years. 

The mass removed from the left side consisted of two cysts, one 
of which contained twelve ounces, and the other about four, of a 
dark, amber-coloured, neutral, highly albuminous fluid of a 
specific gravity 1025, in which no characteristic cells could be 
detected. These two cysts were closely welded together, and 
the pedicle, which was about an inch in length, sprang from their 
point of junction. Passing over the outer surface of the outer or 
larger cyst there was an irregular torn or cut surface, commencing 
at the pedicle, and measuring 3 inches in length and from ^ to 1 
in breadth. The remainder of the outer surface was covered by 
epithelium, but over it there were numerous attached fibrous 
bands — the remains of adhesions. Under the epithelial surface 
there were a few small cysts about the size of a pea. Tl»e 
interior of the larger cyst was uniform and smooth, dotted here 
and there with extravasations, and projecting under the surface 
were a few small cysts. On the interior of the smaller cyst there 
were several projecting bands, numerous extravasations, but no cysts. 
The walls of the cysts varied in thickness, from a quarter of an inch 
to that of a sheet of paper. The right side mass consisted of a 
single cyst, and presented the same characters. It had thinner 
walls and was smaller, being about the size of a peach. Portions 
of the cyst wall and pedicle were examined microscopically, but 
the detailed results I shall in the meantime reserve, as I hope to 
be able subsequently to report histologically upon this and three 
similar cases. I have no doubt, however, from the examination, 
both macroscopic and microscopic, of the structures removed, that 
tliey consisted of the dilated FaUopian tubes, which would appear 
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to have bulged downwards, and to have opened out the whole of 
the broad ligaujents as they became distended. From the history 
of the case I am inclined to think that the closure of the tubes 
was either congenital, or occurred as a result of her ague or 
typhus fever during childhood. 



Vr Underhill had seen the case some five or six years ago. 
Tumour was not then so large nor so painful. He thought Dr 
Chapman was to be congratulated on his very successful treatment. 
Tapping was obviously quite useless. 

Dr Barbour said Dr Chapman had given him an opportunity of 
seeing the case after the operation, and he had been much impressed 
by the courage and success with which the case had been attacked. 

Dr Napier was much surprised at the prolonged high tempera- 
ture of the patient. 

Dr Maed&nald thought that it betokened great courage on the 
part of Dr Chapman to take this case in hand after its extra- 
ordinary history. But the result shows that while his courage was 
equal to any emergency, his skill was equal to his courage, and he felt 
that altogether the management of the case reflected the highest 
credit on Dr Chapman's ability. He had himself to operate 
recently on a similar case, though the adhesions were not so 
extensive as in the case recorded, still they were very bad. The 
patient did well at first, but septicaemia came on, and death 
supervened. He hoped Dr Chapman would report on the tubes. 
He could offer no adequate explanation of the extraordinary tem- 
perature, but there could be no doubt of the accuracy of the observa- 
tions recorded by Dr Chapman, as both in the Koyal Infirmary 
and in the Incurables Hospital the observations were subjected 
to the most severe scrutiny. He could only suggest that the 
temperature was probably due to resorption of secretion from the 
cysts. 

Dr Chapman thanked the Fellows for the way in which they 
had received his paper. 

V. Dr Barbour showed sections illustrating the anatomical 
changes in the uterus during the third stage, and made some re- 
marks on them. 

VL REPORT OF THE ROYAL MATERNITY AND SIMPSON 
MEMORIAL HOSPITAL, for the Quarter ending 31st January 
1884. 

By Alexander Russell Simpson, M.D., Professor of Midwifery and Diseases 
of Women and Children, and Clinical Medicine; University of Edinburgh. 

The report which I lay before the Society has been drawn 
up by Mr David Smart, M.B. and CM., Buchanan scholar for 
1882, who ha& acted as house-surgeon in the Maternity during 
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the quarter, along with Mr G. F. Alexander, M.B. and CM., 
Jamea Scott scholar for 1883. 

ExTEUN Cases. 

The number of cases reported during the quarter was 106. 
Of these 85 were multiparae, and 21 primiparae. 

Fresentaiians, — Veitex, 98 ; breech, 3 ; remainder unreported or 
doubtful. 

Sex of Children. — Males, 48 ; females, 58. 

Mortality, — Only one maternal death was reported — from post- 
partum haemorrhage. The patient was attended by her next door 
neighbour, who, alarmed by a great escape of blood after the birth 
of the child, sent for a student whose address had previously been 
given them. This gentleman immediately sent to the Maternity 
for the house-surgeon, who on his arrival at the house found 
the woman dead, the bed being soaked in blood. Examination 
showed the uterus filled with clots, thin-walled, above umbilicus, 
* and the placenta still adherent. 

Footed Mortality, 8 ; infantile, 3 ; all premature, died about half 
an hour after birth. 

Classificaiion of Labour. — Natural, 93 ; laborious, 3 ; preter- 
natural, 2 ; complex, 6. There were three cases of abortion all 
about third month. 

Laborious. — All forceps cases : — 

(1.) Low ; for uterine inertia. 

(2.) High ; head in transverse position ; flat pelvis ; complicated 
with prolapsus funis ; cord was quite cold, lying out on bed, had 
been so for hours. 

(3.) High ; flat pelvis. 

Complex. — There were three cases of twins : — 

(1.) Females, footling and vertex, second still-bom. 

(2.) Male and female, breech and vertex, 8th month. Dr Keith 
had removed an ovarian tumour from this patient two years 
previously. 

(3.) Males, both vertex, putrid, syphilitic. 

The other complicated cases were — prolapsus funis and haemor- 
rhage post-partum (2), one fatal. 

Intern Cases. 

During the quarter (November 1883 to January 1884) the num- 
ber of patients treated in the Hospital was 57. These were as 
follows : — i-parae, 23 ; ii-parae, 19 ; iii-parse, 6 ; iv-parse, 3 ; 
v-parae, 2 ; vi- parse, 2 ; vii-parse, 1 ; and ix-parae, 1. Of the total 
number 19 were married, of these 3 were primiparae. 

Age. — Primiparae, average 21 years 9 months ; oldest, 30 ; 
youngest, 14 years 8 months, her labour was easy, child small. 
Multiparae, 28 years 1 month; oldest, 44; youngest, 19. 
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Average Duration of Labour, Note. — As after case 25 artificial 
expression of the placenta was only had resort to in special 
cases, two sets of data are given for the duration of the 
third stage and of the whole labour. In calculating these 
averages the only cases taken are those where the statements 
of the patient seemed reliable, or where the duration of the 
various stages had been accurately noted by the house-surgeon 
or nurse in charge. 

Frimiparos. — 1st stage, 11^ h.; 2nd stage, 2 h.; 3rd stage, 11 m. 
and IJ h. Whole labour, 14 h. ; 15 h. 10 m. 

MultiparcB. — 1st stage, 8 h. ; 2nd stage, 1 h. 26 m. ; 3rd stage, 
6 m. and i h. Whole labour, 10 h. 18 m., and 9 h. 8 m. 

Presentations, — Primiparae: vertex, 23. Multiparse: vertex, 31 ; 
breech, 2. 

Positions — Primiparae, L.O.A., 15; E.O.A., 5; E.O.P., 2- (both 
rotated forwards) ; uncertain, 1. 

Multiparce, — L.O.A., 24 ; E.O.A., 2 ; E.O.P., 2 (persistent pos- 
terior), uncertain, 3 ; L.S.A., 2. Total — L.O.A., 39 ; E.O.A., 7 ; 
K.O.P., 4 (2 persistent) ; uncertain, 4 ; L.S.A., 2. 

Sex of Children. — Primiparse gave birth to 13 male and 10 
female children ; multiparas to 24 males and 9 females. Full time 
male children weighed 7 lbs. 11 oz., and measured 18t5 in. on 
average. The full time females weighing 7 lbs. 10 oz., and 
measuring 18} in. in length. The heaviest child, a male, weighed 
9 lbs. 12 oz. ; the lightest, also a male, weighed 5 lbs. Average 
weight of the placenta was 1 lb. 6 oz., and the average length of the 
cord 26 in. The heaviest placenta weighed 2 lb. 2 oz., the lightest 
12 oz. The longest cord measured 34 in. 

Premature labour occurred in six cases, and one doubtful. 
Periods — three at 7th, three at 8th month. 

Presentations. — ^Vertex, 6 ; breech, 1. 

There was one case of abortion in a patient at the 4th 
month. She had borne three living children, no previous mis- 
carriages. 

Mortality. — (a.) Maternal, 3, from septicaemia, to be afterwards 
referred to. Note. — The case of Porro's operation died on the 7th 
day of her puerperium, in Dr Macdonald's quarter. 

(6.) Infantile. — One premature, found dead in bed beside its 
mother the morning after its birth. 

(c.) Postal. — (1.) Child full time ; heart heard feebly day before 
labour, waters burst early in first stage ; child delivered by forceps, 
pale, flabby, anaemic. 

(2.) Child full time, breech case, heart heard at commencement 
of labour. Second stage lasted 4 hours, head freed after body 
born in three minutes. No pulsation in cord, child blue and 
asphyxiated. 

(3.) Child scarcely full time, born with some oozing from 
nostrils, no pulsation in cord. Child gave one or two gasps ; 
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artificial respiration tried for an hour with no success. Foetal 
surface of placenta stainetl with meconium ; placenta probably 
fatty. Second stage lasted 20 minutes. Heart heard at com- 
mencement of labour. 

(4.) Child full time, blue in face, skin shrivelled, contraction of 
lower limbs. Mother syphilitic from date of impregnation. 
Atheromatous pitched on walls of umbilical vessels and prob- 
ably all through placenta. 

(5.) Child full time; skin peeling oflF; some ascites. Evidently 
dead for some time. 

Classification of Labours, — Natural, 45 ; laborious, 8 ; preter- 
natural, 2 ; complex, 3 (this includes an instrumental and a pre- 
ternatural case). Of the natural cases three might be considered 
precipitate labours lasting 3, 2, and 3 J hours. 

Laborious. — 1 lingering ; 7 insti-umental. 

Instrumental. — High forceps, 2 ; low, 5. 

High Forceps. — (1.) Primipara, 25, LO.A. Had been three days 
in labour ; waters had been draining away for 4 hours ; os hardly 
fully dilated, rigid ; passages hot and dry. Child still-born. (See 
case 1 of septicaemia.) 

(2.) iv-para, 32, L.O.A. Justo minor pelvis. (See case of 
premature labour.) 

Low Forceps. — (1.) iv-para, 32, L.O.A. Uterine inertia from 
hydramnios. Second stage lasted 3^ hours. 

(2.) Primipara, 22, R.O.A. Patient taking epileptiform fits. 
Second stage 3J hours in duration. 

(3.) Primipara; 25, L.O.A. Inertia uteri. Second stage 6J 
houi-s. 

(4.) Primipara, 25, L.O.A. Inertia uteri. Second stage 4J 
hours. 

(6.) Primipara, 29, RO.P. Eigid perineum and inertia uteri. 
Second stage 2 hours 40 minutes. Rotation incomplete. 

The perineun) tore to a greater or less degree in 17 cases. In 
one case the tear was central, in two up to the sphincter ani, and 
in one through the sphincter into the rectum. In this latter case 
the patient was syphilitic (i-para) and perineum abnormally rigid. 
Most of the other cases were very slight lacerations, and occurred 
in priraiparae. All with one or two exceptions were at once 
stitched and dusted with iodoform. 

Complex Cases. — (1.) Fits, — Primipara, 22, R.O.A. Admitted 
14th November, stated to have been in labour three days. Patient, 
a curious hysterical girl, was noticed by the nurse to have an 
epileptic-like fit on the night of her admission. The following 
forenoon, during the second stage of labour, she had an intensely 
violent epileptiform attack lasting for a few minutes. Forceps were 
at once applied and the labour completed. There was no albumen 
in the urine, nor any previous history of fits. During her fourteen 
days after residence no other tits were observed. Her recovery 
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was delayed by inability to use her lower limbs, probably hysterical 
in character. 

(2.) HcBmorrhcige. — ix-para; breech L.S.A., 44 Patient on 
admission had a copious haemorrhagic discharge from her vagina, 
increased by each pain. She stated herself to be about eight months 
pregnant. About a week previous to her admission she had a 
haemorrhagic attack while in bed. She remained in bed and the 
haemorrhage stopped. Examination showed os dilated about size of 
half- a- crown, presenting part small, high up ; placenta not felt on 
careful exploration. As it was judged to be a case of low implanta- 
tion of the placenta the membranes were ruptured, the waters escaped, 
and the haemorrhage ceased. The child presenting by the breech 
was born alive 25 minutes afterwards. Examination of the 
placenta showed opening in membrane quite close to the placental 
edge. 

(3.) Tumour of Cervix, Porro's Operation, — ii-para, L.O.A. 
Age ? (Afterwards referred to.) 

Puerperium, — In 39 cases the temperature never rose as far as 
100°, 6 not as far as 100°, 1 did not reach 102°, 4 never beyond 
103°, 5 never beyond 104°, and 2 only reached 105°. The curious 
point regarding the temperature is that, with one exception, all the 
elevations of temperature remaining persistently over 101° took 
place in the lower lying-in ward prior to and including the three 
septicaemic cases. Out of 20 cases delivered and treated downstairs 
in the early part of the session, 10 showed elevation of temperature, 
1 being as high as 102°; 3, 103°; 4, 104°; and 2, 105°. The 
remaining 37 cases showed only 8 elevations of temperature, 6 of 
these being barely 101°, the other 2 being 103° and 104°, and not 
persisting. 

Ophthalmia Neonatorum. — During the quarter Credo's prophy- 
lactic treatment, with a 2 per cent, solution of nitrate of silver, was 
pursued. In four cases ophthalmia manifested itself. In two of 
these the eyes had not been treated with the silver solution ; the 
third case, a slight one, treated with too strong a solution ; while 
the fourth, which showed itself when the child was a week old, 
was undoubtedly due to exposure to cold. The disease readily 
disappeared under the nitrate of silver treatment. 

Antiseptics, — The antiseptic used during the quarter was a solu- 
tion of corrosive sublimate, 1 in 1000. It was found to be a 
cheap and efficient substitute for carbolic acid. 

Third Stage of Labour. — The expectant treatment of the third 
stage recently advocated by Dohrn, Freund, Ahlfeld, and others, re- 
ceived a fair trial in 30 cases. After the birth of the child the hand 
was kept on the uterus for about ten minutes, until one was certain 
the organ had firmly contracted, and a ligature was placed round 
the cord just where it protruded from the vulva. The external 
genitals having been cleansed, the nurse was instructed to examine 
at intervals, and report at once to the house-surgepn if any 
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haemorrhage was occurring, or if the knot on the cord had slipped 
outwards from the vaginal aperture. In either case the placenta 
was at once removed, either by the patient coughing, or sometimes 
by the hand introduced into the vagina. Where we had haemor- 
rhage with the placenta still in utero it was at once expressed. In 
a few rare cases it was expelled externally by the uterine efifort 
alone. Experience with this method of treatment as compared 
with Credo's, shows that in ordinary practice, at least, a middle course 
of treatment, such as is usually followed among us, is the most 
advantageous, t.e., wait for twenty minutes to half an hour to allow 
the placenta to separate, and if not then separated, express it by 
Credo's method. 

The following are the statistics of the 30 cases where the 
placenta remained in situ till expelled by the uterine effort : — 
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Notes. — In two of the cases recorded as 3 hours or over the 
placenta had certainly been in the vagina at least half an hour 
before its removal In another case placenta had to be expressed 
by Credo's method at the end of 5 hours. 

In three cases, not recorded in above table, the placenta was 
expressed 5, 10, and 48 minutes after birth of child on account of 
free haemorrhage. 

The following three cases of septicaemia and one of premature 
labour require special note. The case of Porro's operation has 
been already reported :-^ 

1. Case of Puerperal SepticcBmia. 

J. R, primipara, single, aged 25. Admitted 22nd Nov., 
delivered 24th Nov, 
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Menstrual history normal. Condition during pregnancy good. 
No complications of pregnancy. 

Physical Examinaiion revealed nothing abnormal. Patient 
quite healthy, but excited. Child, head presenting in left anterior 
position probably. Heart distinctly audible between umbilicus 
and left anterior iliac superior spine. 

Labour began on 24th N'ovember. For three days previously 
patient had suflfered at intervals from slight pains, probably false. 
At 10 A.M. patient melancholy, pains feeble at short intervals. 
The first stage progressed normally, but slowly, until 7.30 p.m., when 
the waters burst, the os being then about size of a crown or a little 
more. The patient, who in the morning had been melancholy and 
quiet, began now to be very excited, shrieking out at intervals, and 
very unmanageable. At 10 p.m. examination showed vagina hot and 
tender, cervix about 3 in. X 3 in., rigidly contracted and thinned out 
round head of child. Patient was at once put under chloroform ; 
passages douched with hot sublimate solution, and digital dilatation 
of cervix tried, but as no advance had been made, pains still con- 
tinuing at intervals, at 11.30 P.M. axis-traction forceps were applied. 
The head was delivered in about an hour, the shoulders tearing 
the perineum to the extent of one inch. The child was still-born, 
anaemic, and flabby, no foetal heart or pulsation in cord felt. The 
placenta was expressed 15 minutes after the birth of the child. 
Perineal tear stitched with silkworm gut and dusted with iodo- 
form. Examination showed a deep laceration of the cervix on the 
left side up almost to the vaginal junction. 

Progress of Case, — Nov, 25th. — Patient feels quite well this 
morning. Temp., 98°*4; pulse, 96. Still excited and queer. Water 
drawn off at 10 A.M. This afternoon patient very excited ; com- 
plained of pain in pelvis ; eased by water being drawn off. Temp. 
100*. Ordered quinine gr. x., and warm applications to abdomen. 
At 11 P.M. temp., 102°-8 ; pulse, 120 ; very compressible. Patient 
very restless, anxious-looking. Still some abdominal pain. 
Ordered salicylate of soda 20 gr., and sulph. morph. gr. J. Water 
drawn off. 

Nov. 26th, — 1 A.M. — Temp., 98°'4; pulse, 130, compressible. 
Still abdominal pain. No tympanitis. 6 A.M. — Complains of cold 
in extremities. Brandy and warm bottles to feet ordered. Temp^ 
dS'^'A. Has been very excited ; shrieking out and delirious. Has 
slept none. 8 a.m. — Much weaker ; pulse imperceptible. Given 
ether hypodermically. Lochia foul smelling. 11 a.m. — Patient died. 

2. Case of Puerperal Septiccemia, 

1, C. C, vi-para, aged 35, has been a widow seven years; 
admitted on Oct. 13th, delivered Nov. 25th ; treated in private 
ward. 

2. Menstrual History, — Nothing abnormal. Condition during 
pregnancy good ; no complications. 

2 D 
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3. Previous Obstetric History. — ^Her first four children were 
normal labours ; puerperia also normal Her fifth child, eight 
years ago, was delivered bj instruments still-bom. 

FhysuxU examination revealed nothing abnormal, except child's 
head could be felt above umbilicus. Body in the left sacro-anterior 
position ; foetal heart distinctly audible on the evening of Nov. 
24th. 

Labour commenced on the morning of the 24th. First stage 
lasted 30 hours, pains at first very feeble ; second stage, 4 hours ; 
and the third, 10 minutes. On the body being bom, as no pulsa- 
tion was felt in the cord, traction was made, the arms freed, and 
the head extracted in about three minutes. The child, a fine male, 
was in an asphyxiated condition, and could not be resuscitated 
There was some haemorrhagic oozing at intervals for three or four 
hours after the birth of the placeuta. 

Progress of Com, — Nov, 26th, — Temp, normal 

21th, — Morning temperature normal. Eemoved to private ward 
beside case 3. Rigor. Evening temp., 102°-4; pulse, 128. 
Flatulence. Ordered turpentine, Warburg's tincture, and tinct 
ferr. mur. 

2%th. — ^Temp. 102* this morning. Utems to be douched out 
thrice daily; some headache and thirst; flatus gone. Evening 
temperature, 103°*6. 

2^th, — Bowels moved. Patient says she feels better, but looks 
weaker. Temp, at 11 A.M., 101°-8; pulse, 114. Ordered digitalis, 
10 minims thrice daily, and whisky. 5 p.m. — ^Temp. 104*'*4. Fea- 
tures pinched and pale. Purplish spots over lower limbs. 
Ordered ice-bag to abdomen. Patient quite conscious ; articulates 
very imperfectly and slowly. Pulse 144, very weak and inter- 
mittent 7 P.M. — Patient sinking ; lethargic, but conscious. 

Nov, 30^A. — Temp. 99°*8. Patient almost unconscious. Face 
dusky hue ; pulse imperceptible ; sinking fast. Patient died at 2 

P.M. 

3. Case of Puerperal Septiccemia, 

J. C, 20, primipara, single, admitted Nov. 26th, delivered 10 
P.M. same day ; treated in private ward. 

Menstrual Histofy, — Condition during pregnancy and labour 
call for no special remark. There was a slight perineal tear and 
some oozing after the birth of the placenta. 

Progress of Case, — Nov. 27th, — Temp, normal in the morning, 
rising gradually in the afternoon, till at 6 P.M. it reached 105° ; at 
6 P.M. pulse 120. Ordered quinine and sulpho-carbolate of soda 
every two hours. 

Nov, 28th. — Temp, taken every hour ; still keeping up ; 101"* 
at 10 A.M. ; pulse, 120. 102° at 10 p.m. ; some diarrhoea. Ordered 
catechu and opium. Some symptoms of quinism. Quinine 
stopped ; 10 drops tinct. ferri mur. every two hours. Uterus to 
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"be washed out thrice daily. Some abdominal tenderness ; abdomen 
to be painted with iodine. 

29tk — Bowels twice. Temp. 101** in morning. Warburg's 
tincture given. At 8 p.m. temp. QS''^. Patient states she feels 
quite well. 

If^ote, — ^On Nov. 27th a private patient, delivered on the 25th 
(see last case), was removed into this private ward. Her tempera- 
ture having risen, and still keeping up, on the 29th, case 3, whose 
temperature was now normal, was at once shifted to the lower 
lying-in room, which had previously been thoroughly disinfected. 

Ifov. SOth. — Patient has had a rigor. Temp., 103°*2 ; pulse, 
114 this morning. Pain in right side on breathing. Ordered 
hot fomentation to side, and chlorodyne 20 minims; also §ss. 
Warburg's tincture. At 9 a.m. pain and uneasiness gone. Temp. 
102°; some flatulence. Ordered turpentine enema. 11 p.m. — 
Great distress in breathing ; pleuritic friction on right side. Pulse, 
120, high tension; temp., 102**'4. Mustard leaves to right side. 
Chlorodyne, 20 minims ; drop doses tinct. aconit. every half hour. 

Dec. Is^.— Temp, very high (102°-105°) all day. Cheeks flushed. 
Patient very restless; vomits everything; delirious; crying out. 
Hypodermic morph. at 1 p.m. Slept all afternoon. Nourished by 
nutrient enemata. 

4th, — Patient died at 4 A.M., her difficulty in breathing having 
gradually got worse. Her features became pinched, her pulse im- 
perceptible, and at last she succumbed. 

Case of Induced Premature Labour, 

1. C. M., iv-para, aged 32, married, admitted Jan. 3rd, 1884. 

2. Menstrual History, — Began at 15 ; 28 day type ; lasts three 
days. She last menstruated 18-21 May. 

3. Condition during Pregnancy, — ^Very good. 

4. Complications, — Slight nausea about second month; also 
lately at times. 

5. Premmis Obstetric History. — Five years ago she had her first 
child, a female ; labour long ; head perforated. Her second, a male, 
three and a half years ago, met a similar fate ; and about two years 
ago her third, a full time female, was " basilyzed " by Professor 
Simpson in our Maternity Hospital (Transactions, vii 44). All 
her recoveries were very rapid. 

Physical Examination on January 5th, — (1.) Patient fair, cheer- 
ful woman, 61 in. high, apparently well made. 

Examination of chest and spine reveal no marked deformity, 
except, perhaps, undue arching of upper part of sternum, and some 
depression in lumbar region. The bones of the extremities are 
large, joints prominent, hands and feet short and stumpy, speciaUy 
the distal phalanges on both extremities. 

(2.) MamnuB not much enlarged, slight areola, some watery 
secretion. 
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(3.) Abdomen. — (a.) Inspection. — ^Umbilicus flush, pigmented, 
linea nigra indistinct ; a few pink striae round mnbilicns ; moYe- 
ments of child visible, fundus on right sida (&.) PalpcUion, — 
Uterus elastic ; foetus movable ; walls of abdomen lax ; head of 
foetus below ; body to right ; limbs above and to left (c.) Ausctd- 
taiion. —Souffle marked at left border of uterus. Heart heard below 
and to right of umbilicua (rf.) MengurcUion, 35 in. circumference 
at level of iliac crests ; 15 in. ensiform to pubis ; 13 in. fundus to 
pubis (measured with tape). 

(4) External Pudenda, — Perineum intact ; P. V. vulvar aperture 
small, pubic arch narrow, perineum rigid, vagina moist, warm, 
somewhat relaxed ; cavitj small, cervix normal in position, hang- 
ing down at vaginal roof, softened but not shortened, anterior lip 
thickened and elongated, fissured on both sides up to fornix on 
right side, os patulous, admits two fingers with difficulty ; present- 
ing part, clear of pelvis, evidently the head, felt in anterior fornix 
by pressing uterus down with hand on abdomen ; sacral promon- 
tory difficult of access, probably owing to smaU vulvar aperture 
and small pelvis ; sacrum feels as if abnormally concave 
forwards. 

Pelvic Measurements, — Intercristal, 9 in. ; interspinal, 6f in. ; 
external conjugate, 6} in. ; diagonal conjugate, 3f in. ; true conju- 
gate, 2f in. to 3 in. 

Jan, 4th. — Pulse, 76 ; temp., 98°*2. Patient to be douched every 
two hours with hot antiseptic douche. Vagina to be dilated witi 
Barnes' bags. 

Jan. 8^A. — ^Enema this morning at 4 p.m. Professor Simpson 
passed a bougie between the membrane and uterus at its left 
anterior aspect ; foetal heart audible. 

Jan. 9th. — No pains ; bougie again passed for about 6 in. and 
left in ; douching and Barnes' bags to be continued. 11.45 A.M. — 
Some water escaped. 

Jan. IQth. — No signs of labour; bougie passed about 6 inches 
farther. At 3 p.m. some slight pains. 

Jan. 11th. — ^At 1 P.M., as labour not yet set in, bougie removed ; 
smallest size Barnes' bag introduced into cervix ; some few pains. 
At 8 P.M. passages moist, relaxed ; cervix soft, admits four fingers ; 
head felt presenting L.O.A. ; right hand felt over anterior part of 
right parietal bone ; foetal heart audible. 9 p.m. — Largest sized bag 
introduced. 11 p.m. — Bag driven out; pains strong at short 
intervals ; os size of a wine glass. 

Jan. 12th. — 4 A.M. Pains still severe ; os almost fully dilated ; 
anterior lip thick, rigid, in front of head, hand as before. 9 A.M. — 
Pains gone. 12. — Pains recurring; examination shows parts as 
at 4 A.M. Ordered chloral, 15 gr., 3 doses at intervals of half an hour. 
3 P.M. — Examination shows anterior Up thick, hot, tense, in front of 
head ; head feels during a pain as if tilting on sacrum ; foetal 
heart still audible. Maternal pulse 100 strong. 5 P.M. — ^As no 
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progress was being made, Professor Simpson was sent for. After a 
careful examination under chloroform he decided it was a case for 
forceps. Accordingly, at 5.30 p.m., he ruptured the membrane, 
pushed the presenting hand out of the way, and applied the axis- 
traction forceps, an operation easily effected. The head having 
been pulled through the brim, the uterine efibrts being strong and 
at short intervals, the forceps were removed, and nature allowed 
to complete the labour. At 6 p.m. child was born. It did not 
breathe or cry, but was speedily brought round by alternate im- 
mersion in hot and cold water, which had been kept ready in basins 
by the bedside. The placenta was expressed about 5 inches after 
the birth of the child. There was an extra amount of haemorrhage 
post-partum, necessitating a couple of injections of ergot and 
manual compression of the uterus with both hands on the ab- 
domen for about half an hour after the birth of the placenta. 
8 P.M. — Patient sleeping. 11 p.m. — Patient quite comfortable, 
has slept for three hours. 

Examirvation of Child, — Right hand and arm blue and puffy. 
Head — a curious dent on left frontal bone, roughly triangular in 
shape, its apex corresponding to the junction of the frontal and 
coronal sutures ; the internal border, about 1 J in. long, being formed 
by the frontal suture, while the base extended for 1 inch or so 
parallel to the coronal suture. Posterior to this the mark 
of the lower forceps blade was distinctly visible, while the 
marks of the upper blade could be seen on the right temple 
and cheek. Child small, male. Diameter of head (measured 
four days after labour) O.M., 4f; O.F., 4J; S.O.B., 3f; 
Bi P., 3f ; BL T., 2f inches. Circumference, 12^, 12J, 11 J 
inches. 

Progress of Case calls for no special reqjark. Her temperature 
never rose above 99°, and on the fourth day the services of the 
wet nurse (a patient) were dispensed with, the child vigorous, 
sucking eagerly, the mother having a fair supply of milk. A 
curious erythema, which disfigured her face during her previous 
puerperia never made its appearance. A small heematoma formed 
on the child's head in front of the frontal depression, but had 
almost disappeared before the dismissal of the patient. Her condi- 
tion on dismissal (Jan. 30th) was as follows : — General, very good. 
Breasts — Copious secretion. Uterus — A finger-breadth above 
pubis ; position, anteverted, os fissured and patulous. Vagina, 
pudenda, and pelvic tissues, nothing abnormal. Child — Condition 
good, dent on skull still marked. Mode of nutrition — maternal. 
TJmbihcus cicatrized. 
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VII. REPORT OF THE ROTAL MATERNITY AND SIMPSON 
MEMORIAL HOSPITAL, fob the Quarter ending 30th April 
1884. 

By Anoub Macdonald, M.D., Physician to the HospitaL 

It is again my pleasing duty to be able to record another 
trimestre without a single death occurring among the intern 
patients. 

As this is now the third three months in succession of my service 
in which I have been able to report a clean bill of health, among 
the intern patients, it may, I think, be held proved that the sanitary 
condition of our new Hospital, about which some of the Fellows 
a few years ago seemed rather suspicious, is quite satisfactory. 

This year we had one death recorded, in a case of premature 
delivery in an out-door patient, which was attended by one of the 
pupils. But this makes up our entire mortality. We have therefore 
to record 172 intern cases without a death, and 406 extern cases 
with only one death. Putting these numbers together we have the 
gratifying result of 578 cases attended in connexion with the 
Maternity with only one death. Of course it is to be allowed that 
our statistics of the extern cases is not so perfect as that of the 
intern cases, which are closely under our own eye. But allowing 
for any mistake of that sort, our results compare well with the best 
statistics of public or private practice. 

It will be noticed in the sequel that this year we had to deal 
with several cases of high contraction of the pelvic brim leading 
to dystocia and necessitating operative interference, so that if there 
had been anything unhealthy in the house it was certain to have 
shown itself. I am not referring to these statistics in any spirit of 
boasting, but of thankfulness, and merely allude to the facts as a 
small contribution to the establishment of the theme that midwifery 
hospitals, with due care as to antiseptics, cleanliness, and ventila- 
tion, may be made as healthy as the best private practice ; and to 
help to stem that tide of rash opinion, so rife some years ago, which, 
arguing from the abuse, condemned inconsiderately the use of those 
very valuable institutions. 

With these preliminary remarks, I proceed to report the work of 
the three months. And, firstly, we consider — 

The Intern Cases. 

The total of these was 65 cases, divided into 43 primiparsB and 
22 multiparae. 

Of the multiparae, 12 were delivered for the second time, 2 for 
the third time, 4 for the fourth time, 2 for the fifth time, 1 for the 
ninth time, and 1 for the tenth time. 
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The average age of the primiparae was 21*3 years : the youngest 
16, the oldest 34. The average age of the multiparae was 27 years: 
the youngest 19, the oldest 38. 

Classification of Lalours, — ^The labour was natural in 49 cases ; 
laborious in 5 cases ; preternatural in 2 cases ; complex in 4 cases ; 
premature in 5 cases. 

The average duration of labour in the primiparae was — for first 
stage, 16 hours 10 minutes; second stage, 2 hours 54 minutes ; 
third stage (1), when not expelled, 50 minutes, but (2), when 
expelled by the Cred^ method, 24J minutes. 

The average duration of labour in the multiparas was — for first 
stage, 9 hours 9 minutes ; second stage, 1 hour 8 minutes ; third 
stage (not interfered with), 58 minutes, expelled by Credo's method, 
14 minutes. 

In the 60 labours which occurred at or near full term the pre- 
sentations of the foetuses were as follows : — The vertex presented 
in 58 cases, the position being L.O.A. in 45 cases, E.O.A. in 5 
cases, E.O.P. in 6 cases, L.O.P. in 2 cases ; the breech in 2 cases, 
the position being RS.P. in 1 case, and L.S.P. in 1 case. 

Sex of children was — male in 36 cases ; female in 27 cases ; 
doubtful in 2 premature cases. 

Mortality — (1.) Maternal, none. (2.) Foetal: 5 premature 
foetuses not viable, 2 still-born. (3.) Infantile: 1 died of jaundice, 
and 2 were overlain. 

Condition of Perineum, — In primiparae the perineum was torn 
in 28 cases, in 25 partially so, and in 3 completely up to the 
sphincter ani. In multiparae the perineum was torn completely in 
1 case only. One or more stitches were introduced in 11 cases, in 
all of which, with one exception, the perineum had healed before 
dismissal. 

Maternal Complications during Puerperium. — 1 case mammary 
abscess. Forceps wjere used 7 times to complete delivery — 4 high 
operations, and 3 low operations. Version w£U3 performed once. 

Extern Cases, 

The number of cases reported amounted to 140 — 28 primiparae 
and 112 multiparae. 

Of the 140 labours, 6 were cases of premature labour occurring 
at some period between the third and sixth month, 124 were 
natural labours, 4 were preternatural, and 6 laborious and 
complex. 

In the 134 cases which occurred at or near full term the 
presentations were as follows: — Vertex L.O.A. 123, E.O.A. 3, 
E.O.P. 2, L.O.P. 1 ; breech L.S. A. 1 ; brow 1 ; and in 3 cases in which 
twins were bom the presentation of the first child in all 3 cases 
was vertex L.O.A. ; of the second child in one case it was vertex 
L.O.A. ; in another, vertex E.O.P. ; and in the third case, breech 
E.O.P. 
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Oae woman, after she had given birth to twins, was attacked 
with severe convulsions, but she recovered under treatment in two 
days. One maternal death occurred in a case of premature de- 
livery. Forceps were required to complete delivery five times^ and 
version had to be performed once. In all these cases the children 
were born alive and the mothers recovered perfectly. 

It is, of course, to be borne in mind that, as the great bulk of 
the extern cases are little under control of the Hospital officials, 
our records of them are not so trustworthy or exact as of those 
patients which come under care in the Hospital. 

It will thus be seen that during the quarter the cases attended 
in connexion with the institution was 205, which is fully up to the 
average. 

In each case the eyes of the foetus after birth were treated with 
a half per cent, nitrate of silver lotion. Subsequently a one per 
cent lotion of carbolic acid was employed daily for several days. 
There was no ophthalmia proper. We had 4 slight cases of con- 
junctivitis, which we traced to the nurse's using too strong a solu- 
tion of carbolic acid. But on rectifying this mistake all of them 
got well rapidly, and we had no recurrence. 

During the previous three months bichloride of mercury was 
freely used as a vaginal wash in the Hospital, but having regard to 
the evil results reported in some continental maternities from the 
use of the perchloride, I discontinued it during my quarter, and 
returned to the carbolic acid lotion. It is manifest from the results 
that the patients did not suffer therefrom, and they were relieved 
from any risk, however small, of mercurial poisoning. 

In 41 consecutive cases the hearts of the patients were carefully 
examined before or during the puerperium. In 29 out of the 41 
cases, cardiac bruits were audible either in the auricular or mitral 
areas, or both. In most cases these were present before delivery, 
and continued audible, though getting fainter during the time of 
residence in the Hospital. There was no evidence to show that 
any of these 29 patients suflfered from organic disease of the heart 

I now proceed to report upon the more important cases. 

I. Dystocia due to Flat Pelvis — Delivery hy Version. 

Mrs H., aet »34, iii-para, was delivered in the Maternity Hospital 
six years previously by forceps. In 1882 she was again delivered 
of a premature still-born child. She was admitted into the 
Maternity Hospital on 31st March 1884, having menstruated for 
the last time on 30th June 1883. Examination of the pelvis gave 
an external conjugate of 7 inches and an oblique of barely 4J. 
From this it was inferred that the true conjugate must be about 
3 J. As the type was clearly flat, it was determined to effect 
delivery by version. Accordingly, when the woman fell in labour 
on 30th March, after allowing the first stage to continue for nine 
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hours, when the cervix was completely dilated and no advance of 
the head made, I proceeded to operate. The head presented in 
the transverse diameter, occiput to the left, the anterior parietal 
presenting. The patient was chloroformed, and the right hand 
introduced into the uterus. I had no difficulty in seizing and 
securing the right foot, which was brought into the vagina. The 
^waters had not burst until the hand was passed through the os. 
But it was now found specially difficult to effect version of the 
child's body, partly because the head had partially engaged in the 
hrim, and partly because every efifort at manipulation increased 
the uterine tension, although the patient was deeply narcotized. 
It was only after passing a loop of broad tape over the ankle of the 
right foot, and making downward traction with the one hand 
upon the tape, whilst I pushed up the presenting part with the 
other hand, that I finally effected version. The arms were 
disengaged without difficulty. Difficulty was again experienced 
in getting the head through the brim. It presented with the 
occiput towards the right side of the pelvis, forehead towards 
the left. By maintaining good flexion of the hand on the chest, 
and by the aid of powerful pressure from the abdomen, the head 
passed the brim, after which the occiput rotated forwards, and the 
head was born in the usual way. There was deep depression in 
the region of the left coronal suture, indicating the situation of the 
sacral promontory as the head was rounding it Both mother and 
child ultimately did well, though some little trouble was experi- 
enced in resuscitating the latter immediately after delivery. 

This case brings before us the comparative advantages of long 
forceps and turning in cases of contracted pelvis. I am in the 
habit of teaching that we ought to use long forceps always in cases 
of pelvic deformity when the connexion is uniform, and to prefer 
turning to forceps in most cases of flat pelvis, unless the head has 
already engaged in the brim by a considerable portion of its cir- 
cumference before you are called to operate, in which case forceps 
are to be preferred. But experience of such difficulties since the 
introduction of the axis-traction forceps is continually impressing 
upon me the propriety of still further limiting the application of 
version in cases of flat pelvis. That version is best in those 
cases of flat pelvis in which there is presentation of the posterior 
parietal, or of the face, goes without saying when we consider 
the difficulty of applying instruments under these conditions. But 
I believe that with our improved instruments it will be ultimately 
found both easier to accomplish and safer for mother and child to 
employ forceps in all cases of flat pelvis, where the size permits of 
our expecting success, i,e,, unless the conjugate be under 3^ inches, 
than to have recourse to version. At any rate, I have no belief 
whatever in the doctrine sometimes taught that you can bring a 
living child through a smaller pelvis by version than by forceps, 
and my belief is not theoretical, but is founded on considerable 

2e 
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experience of both operations. But if we are to succeed by version, 
quite as much of the success depends on the assistant who presses 
down the head as upon the operator who exerts traction and guides 
the head. It is easy to spoil a child's chances of life by too much 
traction on the spine without producing any visible injury. 

II. Dystocia due to generally Small Pelvis — Delivery by Axis- 

Traction Forceps, 

M. S., aged 16, primipara, was admitted into the Maternity 
Hospital on 2nd April 1884, labouring pains having commenced. 

Measurements of the pelvis gave — ^stance between iliac crests, 
9| in. ; between iliac spines, 8^ in. ; an external conjugate of 6} 
in. ; and a diagonal conjugate of 4^ in., from which data we inferred 
that we had to deal with a uniformly contracted small pelvis, 
whose true conjugate was under 4 in. The first stage continued 
24 hours, but the pains were not strong. 

The membranes ruptured before the cervix was fully dilated, and 
the pains continued after rupture for 8 hours with considerable 
force, though the head made little or no progress. The foetal 
heart's action meanwhile was good, and there was no great pres- 
sure upon the parts. The head presented the vertex occiput to the 
left and forwards. I was now summoned, and applied Simpson's 
axis-traction forceps, which held well, and after considerable trac- 
tion eflforts I was able to complete delivery. The head was only 
slightly engaged in the brim when the forceps were applied. 
Before delivery the head formed a large caput succedaneum. In its 
place a cephsdhsematoma afterwards formed. The perineum was 
slightly notched ; but the vagina was cut on both sides behind the 
ostium by the pressure of the blades. 

Both mother and child did well The patient was dismissed on 
the 25th of April, the uterus being well involuted and the para- 
metria clean. 

III. Dystocia from uniformly Contracted Pelvis — Delivery by 

Forceps, 

M. M., 36 years of age, iii-para, was admitted into the Maternity 
on 23rd February 1883. 

Her previous confinements were prolonged, but terminated 
naturally. On the first occasion the child was living; on the 
second, dead. She had also had one miscarriage about 13 months 
before admission, her pregnancy having advanced 3^ months. 
Measurement of her pelvis was made, with the following results: 
— distance between the iliac crests, 8f in. ; between iliac spines, 
7f in. ; external conjugate, 6 J in. ; oblique conjugate, 4J in. ; true 
conjugate, 3^ in. 

The labour commenced at 5 a.m* on 29th February. The head 
presented transversely, the occiput being towards the left, and the 



AND SIMPSON MEMORIAL HOSPITAL. 219 

>osterior parietal presenting, so that the suggittal suture ran near 
he symphysis pubis. 

As the pains, which were moderate in amount, persisted, the 
)osition of the head was spontaneously rectified, and the head 
engaged in the pelvis tolerably symmetrically, flexion of the chin on 
itemum taking place. The first stage lasted 11 hours. At 5 P.M., 
tfter the water had been an hour burst and the cervix was com- 
pletely dilated, I applied Professor Simpson's axis-traction forceps 
)o the head, and after pulling for some time, had the misfortune 
x> find that one of the blades suddenly slipped. This arose from 
jhe second catch having got out while I was pulling. In slipping, 
ihe forceps caught a portion of the cervix on the left side and tore 
It. This hung down after delivery as a tag, and was chpped off 
[ now applied Sir James Simpson's long forceps, and completed 
delivery with them. The child did well, and so did the mother. 
The injury to the cervix was found to be unimportant Examina- 
tion immediately after delivery confirmed entirely the calculated 
length of the conjugate. 

The patient went out well on 12th March. This case shows the 
advantage of the forceps in cases of uniformly contracted pelvis. It 
also points to a weakness in the construction of Professor Simpson's 
axis-traction forceps. The catch by which he secures the connexion 
between the traction-rod of the second blade with the first is Uable, if 
not constantly watched, to slip. It is, moreover, Uable to break at 
this part, as occurred to me when using the forceps on the dummy 
pelvis. I am satisfied, however, that the head yielded when under 
the grasp of the axis-traction instrument, as it came readily when 
the ordinary long forceps was applied. This I do not believe it 
would have done had I first put on the ordinary pair. 

It may be asked, how did the patient get over her previous two 
confinements without aitificial aid, seeing that the pelvis was 
proved by accurate measurement to be not more than 3| in. in 
the conjugate, whilst the transverse diameters were narrow also. 
The answer to that seems to be contained in the fact that in the 
present instance the foetus was large. It weighed 8^ lbs. It is 
possible that in the former labours the foetuses were smaller, as it 
is a well-known fact that average w^ght of children increase with 
the mmiber of the pregnancy. It must at the same time be borne 
in mind that the previous two labours had been much prolonged, 
and that the child's life was sacrificed in the first labour. 

rV. — Dystocia caused iy VAnifomdy Contracted Pelvis — Delivery 

by Axis-Traction Forceps. 

H. C, aged 34, ii-para, admitted 10th April 1884 Her first 
labour was very prolonged, but ultimately terminated naturally ; 
child alive. The abdomen was very prominent. Measure- 
ments of the pelvis gave — distance between the iliac crests, 9^ in. ; 
spines, 9 in. ; external conjugate, 6^ in. ; diagonal conjugate, about 
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4^ in. True coiijugate, from measurement taken after delivery of 
the child, was found to be 3^-3 inches. 

The patient fell in labour at 9 p.m. on 9th April before ad- 
mission. The head presented at the meatus in the left occipito- 
anterior position. The pains were feeble and the first stage dow. 
The waters escaped earlj. When the cervix was fully dilated, 
or nearly so, the head was found to present still at the brim and 
to refuse to engage in the pelvis. The head was strongly flexed, 
and the posterior fontaneUe, which could be felt, was to the left 
and slightly anterior. 

As the labour had now continued 37 hours I resolved to deliver. 
The patient was accordingly put under the influence of chloroform, 
and I introduced, with a Uttle difficulty, my own modification of the 
Tarnier-Simpson axis-traction forceps. After the rods had been 
adjusted to the handle, traction was made, and in a short time the 
head came through the brim and pelvis. The forceps were re- 
moved when the head was at the vulva, and the remainder of the 
delivery completed in the usual manner. The child, which was 
bom asphyxiated, revived after application of artificial respiration. 
By careful exploration of the pelvis by the hand it was ascertained 1 
that the conjugate was barely over 3 inches. The child, which 
was a female, weighed 8 pounds. Both mother and chUd did well 
The cervix was found to have yielded rather deeply on the left 
side. 

V. — Dystocia from Contracted Flat Pelvis — Delivery vnth 

Axis-Traction Forceps. 

H. J. D., aged 24, i-para, was admitted into the Maternity 
on lltb April 1884. The examination of her pelvis gave the 
following results : — ^Distance between iliac crests, 10 in. ; distance , 
between iUac spines, 9 in.; external conjugate, 6f in.; diagonal 
conjugate, 4 J in. ; true conjugate inferred to be 3| in. The 
labour began at 10 a.m. on 12th April. The vertex presented in 
the left occipito-anterior position. The pains were slow, and the 
waters did not escape till midnight. The head by this time was * 
distinctly engaged in the brim, and the external os the size of a 
florin. By 2 a.m. the head had further engaged in the brim, the 
head occupying a transverse position in the pelvis, with both 
fontanelles on the same level. Caput succedaneum larga Os i 
uteri the size of half-a-crown. At 6 o'clock the outer os was ' 
nearly completely dilated ; caput succedaneum very large. Head 
still in the transverse diameter and unflexed, but firmly jammed i 
into the pelvis. At 9 p.m. I arrived, and finding no advance tak- 
ing place I appUed my own variety of the Tamier-Simpson axis- 
traction forceps. The introduction and locking succeeded with 
little difficulty, and on traction being employed with the pains 1 
they held well, and the head was slowly pulled down. In sinking 
into the pelvis the head rotated so as to bring the occiput forwards 
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When the head reached the outlet the blades were cautiously 
taken off. During the next pain, with the aid of pressure upon 
the fundus uteri, the head was born, and in a few seconds delivery 
was completed. There was no perinseal tear. The child was 
asphyxiated when born, but after the employment of means for 
its resuscitation it breathed well. The patient made a good 
recovery. Four days after delivery the child was overlain by 
its mother and died. 

These cases are specially interesting to me as being the first in 
which I had the opportunity to try my own modification of the 
axis-traction forceps. My previous experience with Professor 
Simpson's variety of the instrument led me to the conclusion that 
it could be improved upon. Some of these defects have been 
already rectified by the inventor, such as shortening of the cross- 
bar. 

In spite of specious reason to the contrary, I feel convinced 
that for the ordinary run of forceps cases axis-traction forceps are 
not required. To use them for this purpose is similar to the pro- 
posal to employ a steam-engine to crack a nut. Now, though this 
be a possible, it is not an economical application of force. I have 
always felt and constantly feel more and more convinced, that if 
we are to enjoy in practice the real advantage in difficult cases 
presented by the axis-traction instrument, we must be able to pro- 
duce an instrument that can be employed at will, either as ordinary 
long forceps for ordinary cases, or as an axis-traction forceps in 
difficult cases. This I have attempted to accomplish, by making 
the traction rods freely movable at wilL Experience has taught 
me that this instrument can be easily and successfully worked. 

My instrument, without the traction rods, differs hardly at all 
from an ordinary Sijnpson's long forceps. But if the case is proved 
to be difficult axis-traction rods can be introduced with it, or if it 
is found that the head does not move in the grasp of the ordinary 
forceps the rods can be readily introduced while the head is in the 
grasp of the forceps. 

My objections to Professor Simpson's instrument are — 1st, That 
the rods, like Tarnier's, are fixed, and by their length are decidedly 
in the way in locking, however expert the practitioner may be ; 
2nd, That the pin by which the rods are fixed to the catch at their 
distal extremities is liable to break ; 3rd, That the catch attaching 
the second rod is liable to slip off while in use ; 4th, That the 
instrument cannot be used without the traction rods. All these 
objections I hold are inapplicable to my instrument. The traction 
rods fall back and are out of the way completely when locking. 
The blade, with the rod attached, is as easily introduced as a 
simple blade, and by adopting the powerful bolt of Tamier's 
original instrument, it is rendered impossible that either of the 
traction rods could give way or get loose. 
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No more difficult case could have been found to test the value 
of the axis-traction instrument than the former of the two cases 
reported. It is the kind of case that, before the introduction of 
this instrument, would certainly have led to craniotomy. Indeed, 
until I had carefully measured the pelvis after delivery, I did not 
consider that the contraction was so higL I lately had another 
opportunity of applying the same forceps in a similar amount of 
contraction, with a correspondingly favourable result. 
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I. The object of the Edinburgh Obstetrical Society is to 
advance the knowledge of Obstetrics, Gynecology, and the 
Diseases of Children, by holding Meetings for the purpose of 
receiving Communications, and for the discussion of subjects 
connected with these branches of Medical Science. It is 
expected, therefore, that the Fellows will communicate any 
interesting cases, and exhibit to the Society any important 
morbid specimens in these departments which may come 
under their notice. The proceedings of the Society shall be 
strictly confidential. 

II. The Society shall be composed of Honorary, Correspond- 
ing, and Ordinary Fellows, who must be duly registered 
Medical or Surgical Practitioners, and who are, or have been, 
in the actual practice of Midwifery. Ordinary Fellows not 
resident in Edinburgh may be enrolled among the Correspond- 
ing Fellows. 

III. The Society shall be managed by a Council of Sixteen, 
including a President, two Vice-Presidents, a Treasurer, a 
Librarian, two Secretaries, and a Convener of Pathological 
Committee. 

IV. The Society shall meet monthly or bi-monthly during 



the Session, the time of meeting being Eight p.m.; but 
Extraordinary Meetings may be called by the CounciL 

V. Practitioners and Students of Medicine may be admitted, 
on the introduction of a Fellow, during Public Business, to any 
Meeting of the Society. 

VI. The election of Office-Bearers shall take place on the 
first Meeting of each Session. Their term of office shall be 
for two years; and, with the exception of the Treasurer, 
Librarian, Secretaries, and Convener of Pathological Com- 
mittee, they shall not be eligible for re-election for two 
years for the particular office they have held. The Senior 
Vice-President and the four Councillors highest on the list 
shall retire annually. The elections shall be conducted by 
voting papers. Previous to the election the Council shall 
draw up a list of the Fellows whom they suggest to the 
Society for election as Office-Bearers, This list shall be 
printed on a separate paper and issued with the billet of the 
Election Meeting. Fellows are not necessarily expected to 
adhere to the names on the paper, but may substitute and 
propose any others they think fit 

VII. The Council shall regulate the business of the Society, 
and shall prepare, with the consent of the authors, such abstracts 
of the proceedings of the Society as it may be desirable to 
publish in some of the Medical Journals. It shall also draw 
up a series of questions, one of which shall be announced for 
discussion in the billets of any evening when there is a 
deficiency of Communications. 

VIII. Each Communication read to the Society, or a 
summary of it, at the discretion of the author, shall be 
furnished to the Society at the time of reading, for 
publication along with the discussion. 

IX. When any Communication has been twice entered in 
the billet without having been read, or a sufficient apology 
sent in, the Secretary shall refuse admission of the same to the 
billet for at least two months. 
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X. The President shall keep order in the Meetings, and 
shall have a deliberative as well as a casting vote. He shall 
always be addressed at the Meetings by the speaker. 

XI. The Secretary shall keep a regular record of what takes 
place at the Meetings, and shall draw up a minute of the 
proceedings, which shall be approved of at a subsequent 
Meeting. 

XII. The Treasurer shall be accountable for all the moneys 
of the Society, and shall submit a statement of his accounts 
to the first Meeting of each Session. 

XIII. The names of all applicants for the Fellowship, along 
with those of their proposers and seconders, must be entered on 
the bUlet calling the Meeting at which they are to be balloted 
for. A majority of two-thirds of the Fellows present shall be 
required for the admission of Candidates. 

XIV. Before any gentleman is proposed for the Fellowship, 
the proposer or seconder shall state in writing the professional 
qualifications possessed by the Candidate. 

XV. No one shall be elected a Corresponding Fellow until 
he shall have communicated a paper to the Society. 

XVI. No one shall be admitted to the privileges of an 
Ordinary Fellow until he has paid the Entrance Fee and 
signed the following obligation: — "I hereby promise that I 
will, to the utmost of my power, promote the honour and 
interest of the Obstetrical Society of Edinburgh, and comply 
with the Bye-Laws and Eegulations thereof, as long as I 
continue a Fellow of the Society." 

XVII. If any Ordinary Fellow delay to pay the Entrance 
Fee and sign the Laws beyond three months, he shall forfeit 
his Fellowship, unless he shall assign a sufficient reason for his 
neglect Fellows who are three years in arrears are liable to 
have their names deleted from the roll of the Society. 



XVIII. For Ordinary Fellows the Entrance Fee shall be 
One Guinea, widi an Annual Contribution of Five Shillings, 
payable on the first Meeting in November. 

XIX. Any Corresponding Fellow, at his own request, may 
be admitted to all the privileges of an Ordinary Fellow, on 
paying the usual entrance fee and annual contribution. 

XX. If any Ordinary Fellow, after having been duly 
admitted and having paid his Entrance Money, wishes to 
resign his seat in the Society, he must duly intimate the same 
to the Secretary ; and the Society will consider no resignation 
as having taken place until it has been so notified ; nor wiU 
they accept any resignation, nor transfer any Ordinary Fellow 
to the list of Corresponding Fellows, until the Fellow has dis- 
chaiged all his obligations to the Society. 

XXL All Motions shall be decided by a simple majority of 
votes, except proposals for altering the Laws, which shall require 
a concurrence of two-thirds of the Meeting. 

XXII. All Motions shall be made in writing at one Meeting, 
printed in the billets, and considered at the following Meeting, 
except in cases which do not admit of delay. Any such 
urgent Motions cannot be passed except by two-thirds of the 
Meeting voting in their favour. 



BYE-LAW8. 

I. The names of all gentlemen admitted as Fellows of the 
Edinburgh Obstetrical Society shall be published along with 
the Proceedings, 

II. The Pathological Committee shall consist of Six Members 
and a Convener, to be elected annually at the first Meeting of 
the Society. 




B JUN 1969 

'Jv/:rsby 



> 



